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these and other timely and informative ar- 
ticles scheduled to appear in coming issues. 


Is Cancer a Deficiency Disease? L. A. Enr, m.p. and 
B. J. Muer, M.p. The origin of neoplasms is a 
riddle that may be approaching solution, This 
essay presents a theory that neoplasms may be due 
to deficiencies of cell-maturating substances. 


Experiences in Child Psychiatry. I. N. Berwin, M.D. 
The milder emotional disturbances in children are 
usually the result of anxieties and conflicts in the 
parents. In Dr. Berlin’s experience, interested 
attention to the troubles of the parents often re- 
solves the child’s emotional difficulty. 
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Locxuart III, M.v. Ophthalmoscopic findings in 
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course and prognosis. For proper value, a system 
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office management—indicates when hospitalization 


is necessary. 
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and chronic renal failure are stressed in this essay. 
Dialysis—peritoneal lavage or the artificial kidney 
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tingling (“pins and needles’) in the hands or 
feet. The chief diagnostic considerations for these 
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SECRETARY'S NEWSLETTER 
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Significant Events 


Congress Discusses 
New Welfare Plans 


Hospital Association 
Wins Clinical Grant 


Illinois Society 
Fighting Draper 


> The social welfare wagon continues to roll relentlessly 
toward its subsidized objectives. Prodded by Senators 


Murray and Langer and Representatives Dingell and Celler, 
total welfare state objectives seem increasingly clear. 

As _ predicted here more than a year ago, Langer (R-N.D.) 
wants to drop the age-50 limitation and provide cash dis— 
ability benefits for all OASI participants. His bill, 

S 173, also permits double benefits. The beneficiary could 
collect full disability benefits from both the state govern- 
ment and the federal government. 

Celler (D-N.Y.) wants to tack 60 days' free hospitaliza— 
tion per year to the growing list of social security 
benefits. Coverage would go to insured persons and their 
dependents. Money from the OASI trust fund would be used to 
pay hospitalization charges incurred by the nine million 
eligible participants. 

Murray (D-Mont.) and Dingell (D-Mich.) have teamed up on 
companion bills that should ring a familiar bell. Repre- 
sentative Dingell is the son of the Dingell of earlier W-M-D 
fame. All that is missing is the late Senator Wagner and 
a plea for early-version benefits that have since been 
enacted. Not satisfied with the pace of social welfare 
progress, Murray and Dingell want socialized medicine—now. 


> Many physicians are taking a dim view of the king sized 
USPHS grant to Ph.D. Alan E. Treloar, the American Hospital 
Association's director of research. The $575,000 grant, 
renewable annually for five years, underwrites a huge study 
of antihypertensive drugs. 

The big question relates to the propriety of handing a 
Clinical research assignment to a nonmedical association 
under the direction of a man who is not a physician, and 
who is in no way affiliated with a medical institution. Of 
parallel importance is the growing tendency of hospitals to 
assume purely medical functions. 


GP's official opinion is outlined in an editorial on page 
69 of this issue. 


> The Illinois State Medical Society will not "look with 
favor" upon members who independently negotiate with the 
UMW Welfare & Retirement Fund, headed by the bombastic Dr. 
Warren F. Draper. As usual, free choice of physician is the 
principal issue. 

The society does not feel that Draper & Co. should deny 
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AMA Verdict 


Auto Workers 
Announce Plan 


Members Endorse 
Insurance Plan 


UMW members the right to select their own physician. The 
fund director wants to limit the physician panel to those 
who meet his own established standards. 


>» Last December, in Seattle, the AMA tried to dump similar 
situations in state society laps. There is now reason to 
believe that it won't be that easy. Draper wants a "judi- 
cial pronouncement" at the "highest national level." More 
specifically, he'd like jurisdiction placed in the hands of 
Dr. W. A. Sawyer's Committee on Medical Care for Industrial 
Workers. 

The Illinois society has asked physician members not to 
recognize the fund. Its advice: Bill fund beneficiaries 
direct and let the fund reimburse them. As might be ex- 
pected, Draper is singularly unenthusiastic about this 
approach. 


> Walter P. Reuther, another self-styled prepaid health in- 
surance expert, recently launched the Community Health As- 
sociation and endorsed a panel practice plan similar to HIP 
and Permanente. Reuther, the altruistic president of the 
United Auto Workers, wants prepaid hospitalization and con- 
prehensive medical care for all residents of metropolitan 
Detroit. The plan covers home and office calls. 
After a three-day session, Michigan State Medical 
Society executives called an emergency House of Delegates 
meeting. The announced purpose of the meeting is to con- 
sider improving Blue Shield service coverage. Pending a re- 
port, most of the 6,000 state society members are adopting a 
wait-—and-see attitude. 


> Dr. Norman Coulter, chairman of the Academy's Committee 
on Insurance, has expressed gratification with the enthusi- 
astic response to the "PLUS" Plan for professional liability 
insurance offered members through the American Insurance 
Company. More than 1,000 members, representing all con- 
stituent chapters, signed up for the plan during the first 
month following the committee's announcement. 

The "PLUS" Plan offers protection for all suits arising 
out of the insured's practice. The only exclusions from the 
comprehensive coverage are for criminal acts, acts while 
under the influence of intoxicants or narcotics, liability 
assumed under an agreement guaranteeing the result of treat- 
ment, and liability as a proprietor or superintendent of a 
hospital or clinic with bed and board facilities. 

The underwriters are represented in each state with a wide 
network of claims offices. They will defend any claim or 
suit alleging malpractice to the limit of liability and will 
also pay expenses incurred in defense. No claim will be 
settled without the written consent of the insured. The 
Insurance Committee will assist in representing the inter- 
ests of members covered by the plan. All inquiries regard- 
ing individual coverage should be directed to R. B. Jones & 
Sons, Inc., 301 West llth, Kansas City, Mo. 


Edwin F. Cave, M.D., chief of the fracture clinic, Massachusetts General Hos- 
pital, and assistant clinical professor of orthopedic surgery, Harvard Medical 
School, is well qualified as author of ‘Treatment of Ankle Injuries.”” He has 
written several previous articles on the knee, general management of fractures, 
open treatment of fractures and tuberculosis of bones and joints. Dr. Cave was 
born in Mexico, Mo., and is a graduate of the University of Missouri and Harvard 
Medical School. He is also chief consultant in orthopedic surgery in the New 
England states for the Veterans Administration, and consultant to the Surgeon 
General of the U.S. Army. Page 85 


J. Willis Hurst, M.D. and Donald E. Warren, m.p. have collaborated in 
writing “Dissecting Aneurysm of the Aorta.’? Dr. Hurst, who served with the 
U.S. Army at Fitzsimons General Hospital and on recall to the service in 1954 
became Chief of Cardiology at U.S. Naval Hospital, Bethesda, Md., was Cardiac 
Fellow at Massachusetts General Hospital, where he worked with Dr. Paul D. 
White. Since 1950 Dr. Hurst has been associated with Dr. Bruce Logue as 
associate cardiologist at Emory University Hospital and Medical School, 
Atlanta. He graduated from the Medical College of Georgia and was intern 
and assistant resident at the University Hospital in Augusta. Page 82 


George Gee Jackson, M.D., who has written several articles on infectious dis- 
eases and antibiotics with active research in these fields, writes ‘Bacterial Pharyn- 
gitis and Antibiotics” for this month’s issue. Dr. Jackson is associate professor 
of medicine at the University of Illinois College of Medicine, attending physician 
at Research and Educational Hospitals, and associate member of the Commission 
on Acute Respiratory Diseases of the Armed Forces Epidemiology Board. Dr. 
Jackson received his M.D. degree from the University of Utah, Aside from the 
medical world, he spends any free time with his family (four children) and in 
community activities. Page 74 
Samuel D. Kron, M.D. in cooperation with Dr. Victor P. Satinsky is co- 
author of the article entitled “Early Postoperative Discharge and Home Care.” 
The two doctors, who were one time private practice associates in general surgery, 
have published about 12 articles and devised a new operation for recurrent in- 
testinal obstruction which has been exhibited at a number of medical conven- 
tions. Dr. Kron was educated at Jefferson Medical College, Philadelphia, where 
he was a scholarship student, and took his residency in surgery at Albert Einstein 
Medical Center. Among a variety of interests, he includes serving as consult- 
ant to his wife who is an interior designer of doctor’s offices. Page 102 


lan Stevenson, M.D., associate professor of psychiatry at Louisiana State 
University since 1949, writes for this month’s GP the article ‘‘Serenity Without 
Somnolence.” Dr. Stevenson was born in Montreal and graduated from McGill 
University Medical School in 1943. He then took postgraduate training in New 
Orleans and New York and settled permanently at L.S.U. In this article Dr. 
Stevenson discusses the uses of resperine and chlorpromazine to induce tran- 
quility without somnolence, and says although these drugs are still not a cura- 
tive, with proper use they often make it possible to bring psychotherapy to the 
patients. Page 95 
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The confidence with which physicians today employ 
AUREOMYCIN in the control of infections is based 
on its established reputation as a well-tolerated, 
fast-acting, highly effective antibiotic. 


World-wide use of AUREOMYCIN has compiled an 
incontestable record of therapeutic value in the 
treatment of a wide group of bacterial, rickettsial, 
protozoan, and certain viral infections. Few 
therapeutic agents have been so extensively used 
(more than a billion doses), so thoroughly proved 
(more than 8,000 clinical reports). 


A convenient dosage form for every medical requirement 


p> LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, 
PEARL RIVER, NEW YORK *Reg. U.S. Pat. Off. 


| 
| 
SS 
} f 
i 
| 
ir 
BE 


Have you. received 
your goosequill ballpoint pen? 
It’s free to physicians. — 
Ask your Wyeth Representative 
vr write on your prescription 
blank to Wyeth Laboratories, 
P. 0. Box 8299, 

~ Philadelphia 1, Pa. 


is Penicillin V, Crystalline (Phenoxymethyi 
Penicillin), Tablets 
PEN+V EE Suspension is Benzathine Penicillin V Oral Suspension 


and 
Philadelphia 1, Pa. 


LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


Rural OB Quandary 


Dear Sirs: 

Now I am confused! I don’t know whether you can help 
me, but I expect that my problem is not unique. An article 
in GP is the source of my confusion, so I shall turn to you. 

The article on “‘Office Obstetrics in Rural Practice” by 
W. H. Lane, Jr., in your December issue is the point in 
question. 

My training has been in obstetrics that routine episioto- 
mies, routine visualization of the cervix following delivery, 
blood on hand, etc., are some of the MUSTS of “good” 
obstetrics. | am in a community of some 800, 80 miles from 
the nearest hospital. Up until the present, I have sent my 
OB elsewhere because of my training and the wish to do 
“good” obstetrics. Along comes Dr. Lane’s article which 
obviously takes things more casually, and makes me wonder 
whether I am not perfectly justified in practicing OB here. 

If there are others in this predicament, possibly a sym- 
posium on the question might not be out of order. 

Epwin L. STICKNEY, M.D. 
Broadus, Mont. 


The following letter from Author Lane was submitted in 
answer to Dr. Stickney’s query.—PUBLISHER 


Dear Sirs: 

I am flattered that Dr. Stickney has read my article so 
thoroughly. I should have mentioned visualization of the 
cervix immediately after delivery as well as at the six-week 
checkuj», because it is always performed. 

“Blood on hand” is a hospital function. I keep plasma as 
areserve and plan to transfer any patient who needs blood 
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to the hospital. By careful choice of patients, regarding the 
prerequisites outlined in the article, this need should very 
rarely arise. 

I disagree that “routine episiotomies” are a “MUST” of 
good obstetric practice. I find them necessary in a few pri- 
miparas and seldom in multiparas. I firmly believe that “‘rou- 
tine” should be replaced by individual consideration in all 
practices. If more doctors would have Dr. Stickney’s con- 
science and the wish to do “good” obstetrics, there would 
be less pregnophobia in this world. I hope he decides to 
care for his own obstetrics—his patents will appreciate it. 

W. H. Lang, Jr., M.p. 
Dover, Ark. 


The same article evoked this comment from a Sapulpa, Okla- 
homa physician.—PvUBLISHER 


Dear Sirs: 

I have long been a reader of GP and look forward to it 
each month. I actually read it almost from cover to cover— 
the letters from the readers and almost everything else. I 
noted with a good deal of interest a letter from Dr. Robert 
Keith in the December issue deploring the fact that our jour- 
nal contains so few articles written by general practitioners, 
I, too, have long felt that general practitioners could con- 
tribute more to the literature than they do. 

I then turned to an article by Dr. Lane about office ob- 
stetrics in rural practice. This is one of the few duds ever to 
appear in GP. The editorial board was surely asleep at the 
switch when they approved this article or else it has been 
some time since they have had close relationship with ob- 
stetrics—rural or otherwise. 

To the general practitioners doing office obstetrics this 
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article has nothing to offer; to the novice just starting in 
rural practice this article is fraught with danger. I since: «ly 
think that Dr. Lane really does a better job than one woiild 
think by reading his article but there just is not muci: of 
value in the article. Our friends in the specialty of obstet: ics 
will surely smile knowingly to themselves when they see 
such an article in our journal as they say tenderly—‘‘T told 
you so!” 

For the man who is interested in conducting such deliv- 
eries there are more learned articles contained in less space 
in any of the standard textbooks of obstetrics. One can but 
wonder at the careful omission of Ergotrate or Methergine. 
These two drugs have stood the test of time and it is amaz- 
ing that Dr. Lane obviously can find no use for either of the 
drugs. 

It is further noted that none of his patients received any 
antibiotics and it would surely be as justified as the routine 
use of Hykinone of which he mentions three times. After 
carefully listing his supply of emergency drugs he states that 
he has but one 5-cc. syringe and that it is equipped with a 
Y-inch 25-gauge needle. It is most fortunate that he has 
never had to use his emergency medication. I can but con- 
clude that the entire article was written with a phonograph 
hidden in the background playing “Old Rocking Chair’s 
Got Me.” You will remember that two lines are devoted to 
the use of the rocking chair. 

The use of 000 black silk as a suture material is hardly 
justified. Plain catgut or chromic catgut would add materi- 
ally to the mother’s future comfort. In addition, these come 
in vials which may be easily stored in solution. 

Careful mention is made of the use of three diapers that 
the mother brings with her. In all probability the same dia- 
per that the baby is weighed on could be used as the liner 
for the blankets. The mother is told to clean the baby with 
oil but to keep the baby clean with oil except the umbilicus 
which is to be kept dry with powder. This should get fairly 
*‘cruddy” before the cord falls off. Plain soap and water 
have been found most useful in a number of large hospitals. 

Dr. Lane states that the mothers should have help at home 
and then he goes on to say that EVEN fathers can do a 
creditable job at times. As a father I don’t know where he 
gets that EVEN stuff. We fathers do a good job all of the 
time. 

I’m going to take a group of doctors down there to see 
Dr. Lane do that 20-second draping job. Do you know how 
quick that is ? That’s quicker than it takes Malcom Phelps to 
tell you that he’s from El Reno, Oklahoma; that’s 12 seconds 
faster than it takes Fount Richardson to pack his clothes 
and be off on another trip to help formulate policy for gen- 
eral practitioners; yes, it’s 18 seconds faster than it takes 
Dr. L. H. McDaniels to tell you that he wouldn’t take a 
million dollars for the experience that he has enjoyed in 
Tyronza, Arkansas. 

If one is to use sterile gloves he is defeating his purpose 
by not shaving the vulva. Dr. J. W. Williams as early as 1898 
was advocating this procedure to promote a more sterile 
delivery field. The doctor doing office obstetrics would do 
well to master the technique of pudendal block to make de- 
liveries easier for the mother. In this day of modern trans- 
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portation one can hardly justify doing two breech deliveries 
in one’s office without Piper forceps or without anesthesia. 

There is actually no value in mentioning the dates of de- 
livery as compared with the actual delivery date. Dr. Lane 
does not tell how he estimated date and thus his figures 
have no value at all. The morbidity in this series of cases 
would have been far more interesting. I must commend the 
author on the fact that he only had two second degree lacera- 
tions in his whole series. I still worry about those two poor 
women with that silk embedded in their perineum. 

The author states that he waits as long as 20 minutes if 
necessary for the expulsion of the placenta. If this does not 
occur in 20 minutes—then what? 

This article would appear to be of about as much value 
to the average general practitioner as the one month of path- 
ology mentioned in Paul Williamson’s article on a general 
practice residency. 

To make a long story short I shall continue to look for- 
ward to future copies of GP as most of the articles are ex- 
cellent and most timely. 

Epwarp K. NorFLEET, M.D. 
Curry Hospital and Clinic 
Sapulpa, Okla. 


Dr. Lane sent along this reply.—PuBLuIsHER 


Dear Sirs: 
Thank you for the opportunity of replying to Dr. Nor- 
fleet’s comments on “‘Office Obstetrics in Rural Practice.” 
I wish merely to comment that the article was not intended 
tobe a compendium on obstetrics, but merely a presentation 
of a procedure peculiar to a stated need and set of circum- 
stances. 

I would like to reassure Dr. Norfleet that we have ample 
sterile syringes and needles in nine assorted sizes on hand, 
and that the black silk sutures were removed at the six- 
week checkup. 

Office obstetrics is certainly not applicable to the average 
practitioners’ situation or temperament. The true flavor of 
the muscadine can best be appreciated by one who has 
plucked it from the vine. 


W. H. Lang, JR., 
Dover, Ark. 


“The Essentials” 


Dear Sirs: 

General practice residencies are becoming increasingly 
recognized as an important part of the young physician’s 
preparation, and it is encouraging to see that so energetic 
and imaginative a member as Paul Williamson has turned 
his talents in this direction (December, 1956 GP). 

As I understand it, his program was conceived in 1954, 
which was before the organization of the Joint Residency 
Review Committee for General Practice. For this reason it 
should be emphasized that Dr. Williamson’s article in GP 
represented one member’s conception of a general practice 


residency, and was not an official statement of current AAGP 
and AMA policy. 
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In May, 1955, representatives of the AAGP and the AMA 
Council on Medical Education and Hospitals formed a resi- 
dency review committee in every way similar to specialty 
residency review committees. This committee not only re- 
views general practice residencies, but establishes policy 
with the approval of the two parent organizations. These 
policies and requirements are embodied in the ‘‘Essentials 
of an Approved General Practice Residency” which is 
printed and distributed by the AMA Council. 

Under the able leadership of Dr. William J. Shaw this 
committee has worked long hours considering numerous 
residency programs and consulting with practitioners, edu- 
cators and administrators. The AAGP members have put 
considerable additional effort into the formulation of a man- 
ual describing types of programs and ways in which they 
can be organized. 

Every individual or group that is interested in this sub- 
ject should consult this manual and the “Essentials” which 
can be secured from the AAGP headquarters office. 

Jesse D. RisinG, M.D. 
Chairman 
AAGP Joint Residency Review Committee 

for General Practice 

Kansas City, Kans. 


Time Lapse 


Dear Mr. Cahal: 

I was interested to see your ‘Memo from the Publisher” 
in the November issue of GP. I thought I would respond to 
it since it concerned my manuscript entitled ‘Bacterial 
Pharyngitis and Antibiotics—The Calculated Risks.” There 
is no doubt that GP has contributed a creative and effective 
means of medical communications in the policy of obtain- 
ing articles on “assignment.” Also, in Medical Editor Hugh 
Hussey, you have one of the outstanding medical teachers 
in the country. 

I think, however, your memo has one area for apology. 
The over-all time lapse between the receipt of Dr. Keller’s 
letter and the publication of an effective reply will be two 
years. This was the only thing that marred your memo for 
me and, I fear, for some other readers. First, I feel that I 
owe an apology for the delay in the time that elapsed be- 
tween Dr. Hussey’s request and the final submission of a 
finished manuscript. The second apology concerns the delay 
in publication. 

As for my part, the delay was unnecessary but it was not 
until the season for respiratory infections came around that 
I put myself to the preparation of a manuscript which then 
seemed timely and in which I was greatly interested. Thus, 
it was a year before Dr. Keller’s letter was considered in a 
manuscript suitable for publication. 

I understand the necessary steps in the publication of a 
manuscript and I suspect your predicament was that the 
earliest publication would have been in the summer months 
when reader interest in respiratory infections was low. I 
recognize and accept the wisdom of delaying its publication 
until the appropriate season. I am sorry, however, that be- 
tween us we have allowed one mar in effective medical com- 
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munication, that is, the undue lapse of time which alwa~s 
robs a little something from a timely manuscript. 
I hope you will understand the spirit of my comme. 
Optimum medical communication deserves our joint atte 1- 
tion. 
GerorcE GEE JACKSON, M.D. 
Associate Professor of Medicine 
University of Illinois 


Chicago, Ill. 


Service to Be Counted on 


Dear Mr. Cahal: 

We are passing the following comment along to you in 
advance of our report so that you may give it your immed- 
iate attention if you care to do so: 

Dr. Seale I. Johnson, 2521 Robinhood, Houston, Tex., 
says: “The article, ‘Dynamic Considerations Underlying 
the Management of the Brain-Damaged Child’ (October, 
1956 GP), was very interesting to me because I have a pa- 
tient that has a child like this. I would like to have a reprint 
of this to give to him. I never let my copy go out for fear I 
wouldn’t get it back and I want mine for reference. I don’t 
know if you have reprints of any of your articles but I think 
= a eg a this would be a wonderful service if you could do it.” 

Hey, Tommy, Grorce C. Kiernan 
Vice President 
have you heard about | BEEMAN | ‘The Eastman Research Organization, Inc. 


the delicious new |New York, N.Y. 
q 7 It was a pleasure to send the requested reprint along to Dr. 


A: ABDEC’ D RO PS 1 & Ray Seale I. Johnson. GP warmly thanks Mr. George C. Kiernan, 
*, a vice president of The Eastman Research Organization, for ac- 
cepting the role of middleman in this request. This extracurric- 
ular service is one of many that Eastman has provided for GP 
readers. Eastman Research has just completed another report 
based on findings of a GP readership survey that was recently 
conducted throughout the nation.—PuBLISHER 


In the Final Analysis 


Dear Sirs: 

I would like the privilege of replying to Dr. Charles 
Baron’s letter in the December GP pertaining to the use of 
the term psychosomatic instead of psychoneurosis as listed 
in the Standard Nomenclature of Diseases. 

I made no claim to following the Standard Nomenclature 
exactly. The use of the term psychosomatic was intentional 
and listed as such under classifications needing explanation. 
It seemed sensible to the medical librarian who set up the 
classification for me. Remember that general practice con- 
sists of many conditions of “minor ill health” and it does 
not seem proper to classify a patient as psychoneurotic (al- 
though I may be guilty of using the term in its lay concep- 
tion) when he has a group of symptoms, disturbing to him, 
that respond quickly to a sympathetic ear, reassurance and 
simple medication. 


ABDEC DROPS are supplied in 15-cc. 
tn calibrated My statement that I am very conscious of psychosomatic 


non-breakable plastic droppers. 
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; digestive disturbances should be interpreted as a frank ad- i a 
mission on my part of looking specifically for this diagnosis *., mmmmm i 
in every case and not using it as a wastebasket term. alt go 
. Knowing most of my patients well and doing the classi- 
fication one and two years after seeing them, I was able to 
pick up any errors made at the first visit. Thus the final 
analysis is the result of follow-up and not first impression. 
The same is true of “exhaustive states.” I wish there 
were some exact method for differentiating fatigue follow- 
ing infectious disease from that produced by anxiety or de- 
pression following an infection. The general practitioner 
who is well acquainted with his patient does not make too 
many errors in diagnosing exhaustive fatigue on an emo- 
. tional basis even though he may lack formal psychiatric 
training. 
SAMUEL E. Paut, M.D. 
Troy, N. H. 
Tranquilizing 
t Dear Sirs: 
I I would appreciate the bibliography for the article, ‘‘Atar- 
t actics in Medical Practice” by Fazekas, et al., which ap- 
h peared on page 75 of the December issue. 
Your group is to be complimented on a fine journal both 
from the standpoint of content and presentation. 
J. W. SrutzMan, M.D. 
Vice President 
Research and Development 
Riker Laboratories, Inc. 
r. Los Angeles, Calif. 
ts 
“Mutual Admiration Society” 
Dear Sirs: 
ly I am presently serving on active duty with the medical 
Corps of the United States Navy at Quonset Point Naval 
Air station in Rhode Island. I hope to establish a partner- 
ship general practice in New York state following an addi- 
tional year of training in a formal residency program in sur- 
gery. This should take place early in 1958. 
I have been receiving the monthly issues of GP through 
es the compliments of the Academy and one of its members. 
of The material presented is timely, informative and thoroughly 
od enjoyable. It occupies a prominent place on my bedside 2K translation: “It so happens that highly 
bookcase. alatabl d 
re Prompted by the ideals as expressed in your publication palatable, app -fla voréd ABDEC DROPS 
al I would appreciate your forwarding to me the necessary ap- are, at present, my source of nutritional 
n. plication forms for membership in the Academy. If accepted, , in 
1€ my membership in the Academy should prove to be a very supplementation, providing ample 
n- rewarding and enriching experience and one which I hope amounts of eight important vitamins in 
es will persevere. 
A. Ravens, aqueous, nonalcoholic form.” 
D- East Greenwich, R. I. a2*S., 
+ PARKE, DAVIS & COMPANY 
id Tie Academy is as enthusiastic about this prospective new % s Detroit 32, Michigan 
: memicr as he obviously is about us. Application forms are en- “hen? 
rout: PUBLISHER 
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Hospitals and Hypertension 


On January 11, the U.S. Public Health Service an- 
nounced a grant to Dr. Alan E. Treloar, Director of 
Research of the American Hospital Association, of 
$575,000, renewable annually for five years. The news 
release had a note of pride about the size of the grant— 
“the largest of its kind ever made by the National Heart 
Institute.”” Surgeon General Leroy E. Burney seemed 
pleased that the grant would sponsor a large-scale 
study ofantihypertensive drugs—a study that he seemed 
to think would be the first of its kind in scope and di- 
rection. 

Most physicians showed little or no immediate reac- 
tion to news of the grant. But a few were set to wonder- 
ing about the proprieties of the whole situation. 

Unlike some other organizations, the American Hos- 
pital Association has had no hesitation about tapping 
federal sources for research funds. Heretofore, how- 
ever, the association’s investigations have been in fields 
that were clearly related to hospital affairs—means of 
improving patient services, hospital design and staffing 
problems. In justifying the need for the new research, 
the American Hospital Association stressed the thoughts 
that drug therapy of hypertension has not received 
adequate evaluation, that it is high time for somebody 
to begin a large-scale testing program that will include 
all segments of the population. 

Entirely apart from the question of need for the pro- 
posed investigation, it marks a new development in 
American Medicine. Here a nonclinical organization— 
the American Hospital Association—is to sponsor a 
purely clinical study under a nonmedical director who 
has had no personal experience with testing antihyper- 
tensive drugs. 

The tendency for hospital corporations to invade the 
practice of clinical medicine through the agency of em- 
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Editorials 


ployed physicians has been a matter of growing concern 
among medical organizations. In the opinion of GP, 
hospitals should be regarded as specially equipped in- 
stitutions where private physicians can render service to 
the sick. They should not be permitted to become cor- 
porate distributing agencies for medical care. The 
question now arises whether the leading national associ- 
ation of hospitals is a proper agency to carry out a huge 
project in medical research. Would not the American 
Medical Association or the American Academy of Gen- 
eral Practice have been a more logical agency to conduct 
this vast clinical study ? 

Perhaps this will work out all right, but it is sure to 
seem incongruous to physicians generally and to expe- 
rienced clinical investigators in particular. It will not 
be surprising if they react hypersensitively, or even 
hypertensively, at the prospect of entry of AHA into 
the field of clinical research. 


Problems of Progress 


Puysicians generally are aware that as new effective 
treatment methods become available, they have often 
done more than control the diseases for which they 
are given. Thus, altered disease patterns and the ap- 
pearance of drug-induced disorders are familiar stories. 

During recent decades, the development of new 
therapies has progressed at a tremendous rate. Hardly 
a day passes without announcement of another medical- 
pharmaceutical triumph. Consequently, it has become 
difficult to keep up with the latest therapeutic methods, 
and harder still to learn in time about their potential 
dangers. 

The problem is compounded because there is often 
a considerable lag between the release into general use 
of a new method and the recognition of all its undesir- 
able attributes. 
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As an outstanding aid to the busy practicing physi- 
cian, the New England Journal of Medicine recently 
published ‘Diseases of Medical Progress” by Robert 
H. Moser. 

In that article, the author provides a long list of new 
disorders having a “common denominator.” All are 
‘diseases that would not have occurred if sound thera- 
peutic procedure had not been employed.” 

From drug-induced “collagen and collagen-like 
diseases” to “acute renal shutdown,” Moser carefully 
reviews the iatrogenic disorders that fit his definition. 
The tally is impressively long and equally impressive 
because of the seriousness of some of the items repre- 
sented. 

Examples include the diagnostic dilemma that is cre- 
ated by intrahepatic obstructive jaundice due to chlor- 
promazine or other drugs, the severe mental depression 
that sometimes results from Rauwolfia derivatives, the 
staphylococcic superinfections that arise during anti- 
biotic treatment of other diseases, the serum sickness 
and anaphylactic reactions to penicillin, and other “un- 
wondrous woes that have followed in the wake of the 
* wonder’ drugs.” 

Along the line, surgical procedures receive their 
share of discussion. In particular, increased use of 
gastrectomy has given a prominent place to post- 
gastrectomy anemias and to the poorly understood 
“dumping” syndrome. 

Throughout his article, Moser rarely adopts an 
editorial tone. Almost all of his writing is purely 
descriptive. Yet, at the end, a philosophic note creeps 
in, when he notes that “. . . this subject is not unique 
to medicine. Progress in every sphere of human en- 
deavor creates new problems at every turn.” Then he 
adds, “At times this may be discouraging, but it is 
never dull.” 


Uncle Wilfred and Committees 


In view of some of the experiences he has had during 
years of service to his local medical society, it is not 
surprising that Uncle Wilfred was slyly pleased when 
he heard a camel described as “‘an animal that looks as 
though it was put together by a committee.” 


Time Well Spent 


EVERY PRACTICING PHYSICIAN periodically needs the help 
of a consultant. Most physicians get over the idea early 
in their careers that they demean themselves when they 
request a consultation. Unfortunately, though, a num- 
ber of them fail to carry out their part. As a conse- 
quence, they do not derive full educational advantage 
from the experience. 
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In preparing for a consultation, the referring phys.- 
cian’s first task is to review all the details of the pi- 
tient’s illness. From that review he derives a summaiy 
to be delivered either verbally or in writing to the cou- 
sultant. 

Sometimes during this procedure, the physician finds 
that his thoughts about the patient have fallen into such 
an orderly pattern that the need for the consultation 
seems less urgent. Even when this does not happen, 
his appreciation of the problem sharpens, and he is 
readier to learn from the consultation. 

Whenever possible, the referring physician should 
be present while the consultant interrogates and ex- 
amines the patient. Of course, the circumstances of 
some types of illness may make this inadvisable. For 
example, the presence of the referring physician may 
seriously hamper a consultant who is probing for high- 
ly personal facts in a patient’s life. But, with exceptions 
of that sort, the referring physician should be on hand 
to listen and to watch. 

By being present at the time of the consultation, the 
referring physician accomplishes three purposes. First 
and most important to him, he learns something by 
watching the expert in action. He learns tricks of ques- 
tioning and examining that cannot possibly be imparted 
to him in the consultant’s report, however detailed it 
may be. Second, his presence is a mark of respect to the 
consultant and enhances the value of the consultation 
in the patient’s mind. Third, he may be sure that the 
consultant, like Mike Mulligan’s steam shovel, will work 
better when there is an audience. 

Finally, when the consultation is over, the consul- 
tant’s report should serve as a stimulus to further study. 
Often enough, the consultant will bring up for diag- 
nostic consideration, conditions that are only vaguely 
familiar to the referring physician. He should not be 
content until he has brought the details of those con- 
ditions into his own store of knowledge. 

All of this entails time and trouble to the referring 
physician. But once the pattern of behavior is set, he 
will be the first to agree that the time is well spent and 
the trouble worth enduring. 


Uncle Wilfred 


Wun reapinc his daily paper recently, Uncle Wilfred 
came across a short news item on the many uses for 
physician’s equipment. It read as follows: ‘A burglar 
used a physician’s reflex hammer at the office of a 
doctor in San Diego. The thief tapped the desk drawer. 
It bounced open and he took the $200 inside.” Uncle 
Wilfred decided that with a little imagination and more 
initiative there’s no limit to the uses of physician’s 
equipment for the “handy man.” 


GP Volume XV, Number 3 


: 
a 
ar 
od 
: 
° 


For the Forgotten Ten Million 


Britain’s Chancellor of the Exchequer, in his April 17 
budget speech to the British Parliament, showed a 
keener sense of fair play and economic justice than 
Congress has thus far deigned to display. He urged, 
simply and sincerely, the adoption of a program that 
would give overdue tax relief to the forgotten man— 
the man who is self-employed. » 

As the Chancellor’s recommendation is tantamount 
to adoption, Britain leads the United States in the cam- 
paign to end tax discrimination against the man who 
works for himself. 

There was a day, many years ago, when rugged 
individualism was the nation’s sociologic birthmark. 
Then, as it seems must inevitably happen in the 
swirling pool of progress, came the era of collective 
security. There was a marked, societal transformation. 

Somehow, in the sociologic shuffle, the country’s 
ten million self-employed fell forgotten by the way- 
side. They didn’t get a financial boost from contribu- 
tory pensions or stock option plans. For identical bene- 
fits, they paid a double social security tax. They 
bought coal at a price that included a UMW welfare 
and retirement income benefit. In short, they made 
frequent donations to someone else’s plan but it was 
strictly a one-way street. 

Almost ten years ago, this inequitable arrangement 
aroused a small group of citizens. They began to fight 
for laws that would establish tax equality. A plethora of 
bills sponsored by both Republicans and Democrats 
ran unceasingly into the vehement objections of the 
Treasury Department. Such legislation, said the 
Treasury, would cost too much in terms of lower 
revenue. 

Today, there’s surplus cash in the till. The old 
battle cry is no longer effective. Two bills, sponsored 
by Representatives Keogh (D-N.Y.) and Jenkins (R- 
Ohio), are awaiting action. It’s perhaps an appropriate 
time to remind President Eisenhower that during his 
1952 campaign, he stated, with respect to the self- 
employed, “I think something ought to be done to help 
these people help themselves by allowing a reasonable 
tax deduction for money put aside for them for their 
own savings.” 

Briefly, here’s the Jenkins-Keogh plan. Self-em- 
ployed persons could deduct up to 10 per cent of their 
annual income and place this money in an approved 
pension plan. The maximum annual deduction would 
be $5,000; the maximum lifetime deduction would be 
$100,000. In all probability, the $5,000 annual maxi- 
mum would be raised slightly for persons over age 55. 

‘The money placed in the pension plan fund would 
be taxable only as it is returned in the form of retire- 
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ment income following the plan participant’s 65th 
birthday. 

Representative Keogh is confident that his bill will 
pass if it reaches the floor of the House. He claims the 
support of more than 150 colleagues. 

This is needed legislation. It’s not a bill that affects 
only physicians and other professional persons. It’s 
a bill that will help more than ten million people 
establish a retirement income fund. It’s an oppor- 
tunity to eliminate an economic evil. It’s also about 
time. 


Preparation for Retirement 


ONE THING Is suRE; if a man lives long enough, he be- 
comes an old man. Then, inevitably, he faces the prob- 
lem of retirement. If he has prepared wisely in his 
earlier years, he will retire to a new way of living. He 
will not be concerned that he is retiring from the old 
ways. 

Physicians have a double interest in the years of 
retirement. First, they have their own lives to con- 
sider, their personal plans to make. Second, they have 
an obligation to help their patients toward the same 
goal. 

In his “Philosophy of Retirement,” published in the 
Journal of the American Medical Association for Novem- 
ber 10, 1956, Dr. Allen O. Whipple warns that a failure 
to prepare for the sunset of life is likely to lead to 
tragedy—"‘the tragedy of becoming an unoccupied, 
degenerating vegetable.” 

Whipple’s blueprint for retirement includes the de- 
velopment of avocations or hobbies. He doesn’t specify 
what kind because it really doesn’t matter as long as 
they serve their purpose of providing a congenial oc- 
cupation. He cautions that this must not be a last- 
minute endeavor. ‘‘It takes time to develop a worth- 
while avocation that can be followed and enjoyed after 
retiring,” he writes. “One should practice and develop 
it while he is active in his profession or occupation, so 
that he can enjoy and appreciate it later.”” Whipple 
advises more than one hobby—suggests that physicians 
use the weekends of their active career for the purpose 
of developing their hobbies. 

Preparation for retirement also requires forethought 
about details—where to retire, financial arrangements 
and the like. The earlier and more thoroughly these 
details are considered, the better the prospect for a 
comfortable, happy life. 

Few physicians give careful thought to helping their 
patients prepare for retirement. In that respect, some 
industries have medical programs that are far superior 
to anything the private practitioner has to offer. Yet 
this need not be so. The family doctor could be emi- 


71 


li 
~ 


nently effective in guiding his patients toward peaceful, 
productive later years. 

For those who have been prepared, there is no disap- 
pointment in retirement. They are secure in the reali- 
zation that life can be sweet in many ways. They would 
echo the words once stated by a famous Episcopal 
Bishop: 

“What shall I do with the last years of my life? I 
will acknowledge God’s claim on them—as on all my 
life; and make my life a praise to God according to my 
abilities—serviceable to His world and His plan for 
the world.” 


Diagnosis of Tuberculosis of the Pleura 


WITH EVERY IMPROVEMENT in therapeutic techniques, 
the need for early, accurate diagnosis increases. This 
fact is well exemplified in the case of tuberculous pleu- 
risy with effusion. Now that the disease can be treated 
effectively with chemotherapeutic agents, there is an 
urgency to get on with the treatment as soon as possible. 

Still, it is not always easy to substantiate a diagnosis 
of tuberculosis of the pleura. In the absence of demon- 
strable pulmonary lesions, it is unlikely that tubercle 
bacilli will be found in the sputum or in gastric wash- 
ings. When the patient’s tuberculin test is positive, the 
presumptive diagnosis is supported, but it is not estab- 
lished clearly enough to justify the initiation of anti- 
tuberculosis therapy, particularly in view of the fact 
that, once started, treatment is expected to continue 
for a long time. There is small expectation of demon- 
strating tubercle bacilli by microscopic examination of 
the stained sediment of a pleural aspirate. The likeli- 
hood of proving the diagnosis by cultures of the aspirate 
is somewhat greater, but this method entails a signi- 
ficant delay because of the notoriously slow growth of 
the organism. Moreover, when a growth is not obtained, 
there is still no assurance of the nature of the disease. 

In view of these facts, it is only natural that methods 
of diagnosis by biopsy should have been developed. To 
date, these methods have shown enough promise to 
justify recommending them for more extensive trial. 

Pleural biopsy as a surgical technique (open thorac- 
otomy) is a simple, safe procedure in the hands of a 
skilled thoracic surgeon. Morbidity is negligible follow- 
ing the procedure. However, it is after all a surgical 
operation, and its use is likely to be limited by that fact 
alone and because a needle biopsy technique has been 
developed concurrently. 

Use of the Vim-Silverman needle yields a respectable 
specimen of pleura that can be examined histologically 
and also submitted for bacteriologic cultures. This 
method is quite safe, and seems likely to give positive 
answers that would not be forthcoming otherwise. 
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In the New England Journal of Medicine for October 
11, 1956, companion articles describe the use of two 
methods of pleural biopsy. From these and other reports, 
it appears that the diagnosis of tuberculous pleuris) 
with effusion will proceed along lines somewhat as 
follows: 

When the diagnosis is made presumptively on the 
basis of clinical findings including a positive tuberculin 
test, the sediment of the pleural aspirate should be 
examined by the acid-fast staining technique. Some of 
the fluid should be submitted for bacteriologic culture. 
Also, if there is question of pleural neoplastic disease, 
some of the sediment might also be examined by appro- 
priate methods for neoplastic cells. 

If the microscopic study fails to discover tubercle 
bacilli (and this is the usual experience), pleural biopsy 
would follow immediately. 

A portion of the specimen is used for culture of bac- 
teria (and fungi), and the remainder is examined his- 
tologically, including acid-fast stain and other special 
stains (for fungi). 

If tubercle bacilli are identified in the histologic 
examination, the diagnosis is fully verified. If bacilli 
are not seen and the specimen contains a granuloma 
(especially with caseation), the diagnosis of tuberculosis 
is presumed strongly enough to justify initiation of 
therapy. 

If the specimen is negative bacteriologically and 
histologically, there is need to reconsider the original 
impression of tuberculosis. However, the diagnosis is 
not fully excluded because tuberculous pleurisy might 
be spotty enough that the biopsy specimen would not 
contain a representative section. (In actual practice, 
this last contingency is unlikely for tuberculosis, al- 
though it may be rather frequent in instances of neo- 
plastic involvement of the pleura.) 

By one means or other, this procedure for the diag- 
nosis of tuberculous pleurisy is likely to substantiate 
the diagnosis promptly enough for the physician to 
start antituberculosis chemotherapy early and with 
reasonable assurance that he is doing the right thing. 
Without recourse to biopsy, he may feel compelled to 
initiate treatment purely because of suspicion, and with 
the natural uneasiness that results because he knows 
that he may later conclude that the treatment was not 
really needed after all. 


Uncle Wilfred and the TV Commercial 


Uncie WILFRED watched a TV commercial in which the 
pitchman demonstrated that acid will eat a hole in a 
handkerchief. Then it was shown that a certain medica- 
tion neutralized the acid—all this to prove that the 
medication would also neutralize stomach acids. Now 
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Uncle Wilfred tells his patients that gastric juices are 
meant to be acid and that they’d better not take that 
certain medication—especially if they plan to eat 
pocket handkerchiefs. 


Prevention of Poisonings 


Ar THE 1955 ANNUAL MEETING of the American Public 
Health Association, a symposium on accidental poison- 
ing emphasized the enormity of this public health 
problem. In a condensation of that symposium, printed 
in the American Journal of Public Health for August, 
1956, it was noted that there are more than 250,000 
brand-name chemical products available for industrial, 
farm or home use—many of them having great potential 
toxicity. 

As might have been expected, the people who partic- 
ipated in the symposium were more concerned with 
the broad public health aspects of the problem than 
they were with the obligations of a physician in private 
practice. 

Still, their discussion directly and indirectly sug- 
gested many ways in which family doctors can contrib- 
ute to the control of accidental poisoning. Perhaps this 
can best be elucidated by a series of questions directed 
to the family doctor. 

1. Doyou recognize accidental poisoning when you see it ? 
When a patient becomes acutely ill after gulping down 
a glass of carbon tetrachloride that he has mistaken for 
cool, clear water, or when a mother tells the doctor that 
her child began to vomit after eating sugar-coated as- 
pirin tablets, the diagnosis is easy to make. But the 
diagnosis is not so easy in subtle cases, chiefly because 
the physician may neglect to search the patient’s his- 
tory for poisoning as a cause of illness. For example, the 
anemic youngster whose appetite is poor may not be 
suffering from malnutrition ; he may have been chewing 
on woodwork that is covered with lead paint. The 
jaundiced lawyer may not have a viral hepatitis; he may 
have used carbon tetrachloride to clean the tracks of 
his model railroad. The recognition of poisoning then 
depends upon careful probing for a history of exposure 
to toxic agents under varied circumstances. Diagnosis 
is made only when the physician’s mind is sensitive to 
the possibility of poisoning whenever he discovers evi- 
dence of anemia, liver disease, kidney disease or vari- 
ous other disturbances. 

2. Are you prepared to treat accidental poisoning when 
Jou do recognize it? To answer “‘yes”’ to this question, a 
physician must have more than the usual store of 
knowledge, and more than the standard reference books. 
The number of poisonings is so large and so rapidly 
increasing that a physician can hardly be expected to 
be ready to cope with all of them. For that reason, in 
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many communities, physicians have organized a “‘poi- 
soning control center.” 

Such centers serve a dual purpose. They undertake 
the epidemiologic studies that are so important to the 
development of community control of poisonings. They 
also constitute a clearing house for information. This 
latter service is of more immediate interest to the prac- 
ticing physician. 

To illustrate the function of a poisoning control 
center, recently a physician encountered the problem 
of illness in a man and his wife who told of having used 
two chemical compounds for some cleaning chores in 
their household. The physician was unfamiliar with 
the compounds. He knew from past experience that his 
library would not help him. A call to the nearest poi- 
soning control center in a city 30 miles distant elicited 
the information that one of the compounds surely was 
harmless, and that the toxic potentialities of the other 
agent were unknown to the people at the center. How- 
ever, the doctor was told that the information would be 
forthcoming quickly. Soon afterward, the doctor was 
called back and was told that the poisoning control 
center had obtained the information by getting in touch 
with a large chemical manufacturing company. As it 
turned out, the second compound did indeed have 
serious toxic properties not unlike those of carbon 
tetrachloride. 

It is quite apparent that question number two has an 
important corollary: Do you know where to get informa- 
tion quickly about the diagnosis and treatment of accidental 
potsonings ? 

3. What are you doing to prevent accidental potsonings 
in the families you serve ? A good answer to this question 
implies that the family doctor knows that children are 
the prime candidates for death by poisoning and that he 
is doing as much to protect them from poisoning as he 
does to protect them against smallpox and diphtheria. 
This can be accomplished in various ways. For example, 
when the children are brought to him for their im- 
munizations against infectious diseases, he might re- 
member to talk to the mothers about the dangers of 
poisoning in the home. Or when he calls at the home to 
treat a bad attack of croup, he might spend an addi- 
tional five minutes making a survey of home health 
hazards. 

As workers for the private and the public health, the 
family physicians of the nation have a large part to play 
in the prevention of poisonings. More than four-fifths 
of deaths from this cause at all ages are likely to be 
“home accidents.” The public health officials have 
small chance to get into the homes where next year’s 
poisonings will take place. But the family doctor is a 
frequent caller, and his suggestions for protection are 
likely to be respected. 
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CLINICAL 
SYNDROME 


PER CENT 
STREPTOCOCCAL 


ANTIBIOTIC 
TREATMENT 


Minor acute respiratory illness 


Unnecessary 
. Contraindicated as a routine 


Acute upper respiratory illness with: 


Minor systemic symptoms 
Fever—less than 100°F(oral) 


Throat—dry, scratchy or sore 
with moderate redness 


Leukocytosis—less than 
10,000/cu. mm. 


Observe the patient 
(culture nose and throat 
when possible) 


Antibiotic treatment usually 
not helpful and unnecessary 


Acute pharyngitis with: 
Systemic symptoms 
Fever—greater than 100°F(oral) 


Throat—sore with diffuse 
redness and edema 


leukocytosis greater than 
12,000/cu. mm. 


Urgency of treatment based 
upon clinical epidemiology 
Choice of antibiotic aided 
by bacterial culture 

Treat early with penicillin 
if previous history of 

acute rheumatic fever or 
rheumatic heart disease 


Acute pharyngitis with: 
Systemic symptoms 
Fever—greater than 100°F(oral) 


Throat—sore with dysphagia 
and exudative tonsillitis 


Cervical nodes: enlarged and tender 
Scarlet fever: + 


Levkocytosis—greater than 
15,000/cu. mm. 


Begin treatment early upon 
basis of clinical diagnosis 


Obtain cultures from other 
family members when possible 


Treat family members 
who have symptoms 
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Bacterial Pharyngitis 


The treatment of common respiratory infections is one of the areas 
in which the proper use of antibiotics has been most abused. 

It is also an area in which some of the most spectacular therapeutic 
and preventive results have been accomplished. 

The ubiquity and multiplicity of respiratory infections 

and the difficulty encountered in clinically differentiating 

vartous etiologies has given rise to excessive discouragement 

with the scientific basis in the practical use of antibiotics. 

Among patients, the concomitant of widespread 

unnecessary administration of antibiotics has been an increasing rate 
of drug reactions and a loss of faith in antibiotics. 

A knowledge of the suitability for use of different antibiotics, 

the dose and duration of effective treatment form a basis 

for calculating the cost to the patient in terms of money, 

time and the possibility of adverse drug reactions. 

With interest and reasonable effort the discerning physician 


can accomplish effective use at a minimal risk of drug reactions. 


GEORGE GEE JACKSON, M.D. 


Associate Professor of Medicine 


and Antibiotics 


University of Illinois College of Medicine 


Chicago, Illinois 


IN THE PasT the apothecary art in medicine seems to 
have had little scientific basis. More recently the scien- 
tific study of the effects of drugs has served the phy- 
sician in his selection and use of therapeutic agents. 
The current use of antibiotics, however, sometimes 
seems to have no more scientific basis than the apoth- 
ecary remedies. Well-conducted clinical and laboratory 
investigations have established a scientific basis for the 
use of antibiotics and have demonstrated the likely 
benefit of a drug in certain illnesses as well as some of 
the adverse side reactions. It is not surprising, there- 
fore, that a letter from a GP reader expressed the 
concern “*, . . personally I think there is a certain cal- 
culated risk in using an antibiotic . . . ,” and an inquiry 
was made regarding the facts upon which one can 
decide whether or not the risk is justified. 

Minor infections, particularly respiratory, seem to 
constitute the greatest dilemma regarding the proper 
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use of antibiotics. Respiratory infections are the most 
common illness of mankind. In the United States every 
person can expect to have from two to 14 (average six) 
respiratory infections a year, depending upon his age, 
sex, social environment, geographic location and other 
factors. What then are the rules by which one can ob- 
tain the benefits of appropriate antibiotic therapy and 
prophylaxis for the common respiratory infections and 
still minimize the hazard of drug toxicity and the hap- 
hazard, needless administration of antibiotic agents to 
many persons? The formula is the same as for most 
other illnesses and consists of (1) the ability to identify 
the illness in a high proportion of cases by clinical 
or laboratory means; (2) a knowledge of the natural 
course of the illness when untreated and when treated 
with effective drugs; (3) an acquaintance with the 
therapeutic agents, including the optimum dose and 
duration of treatment for specific illnesses; and (4) an 
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understanding of the frequency, nature and severity 
of the complications of treatment, both drug toxicity 
and bacterial superinfections, that might occur during 
administration of the drug, and of hypersensitivity re- 
actions that might occur upon later administration of 
the same agent. In this essay an attempt will be made 
to discuss briefly these aspects as they apply to bac- 
terial pharyngitis. 


Clinical Recognition of Bacterial Pharyngitis 


The known difficulty in clinical differentiation of the 
common respiratory illnesses is not adequate justifica- 
tion for an indifferent attitude regarding treatment with 
antibiotics. A large proportion of the overt infections, 
which come to the physician’s attention, can be recog- 
nized with reasonable accuracy. Epidemiology is help- 
ful, and the family unit is of special epidemiologic 
importance. Both susceptibility to infection and the 
symptomatology vary with age. Children, especially 
male infants, are most susceptible to common respira- 
tory infections, and they frequently introduce them 
into the family. Adult women, in general, are more sus- 
ceptible than men. 


STREPTOCOCCAL PHARYNGITIS 


Streptococcal infections account for only a small pro- 
portion of the acute respiratory illnesses (about 2 per 
cent) among civilian families. All other bacterial species 
that are known to be pathogenic for humans cause at 
the most another 2 per cent of minor respiratory ill- 
nesses. Among school children, among adults who re- 
side in institutions or among groups such as military 
personnel, the proportion of persons with respiratory 
infections from which streptococci can be obtained by 
culture is greater. If one considers only respiratory in- 
fections among adults who have fever, the proportion 
caused by streptococci is considerably higher, but over 
the course of a winter season, even acute respiratory 
illnesses causing fever are more commonly nonstrep- 
tococcal than streptococcal in origin. Most of the other 
infections are known to be caused by viruses or are pre- 
sumed to be because they are not caused by recognized 
bacteria and do not respond favorably to antibiotic 
treatment. 

An outline for estimating the likelihood of a strep- 
tococcal infection from the clinical findings is given in 
Figure 1. In distinguishing streptococcal pharyngitis 
from that of viral origin, some importance can be given 
to the usually more rapid onset of the former with sys- 
temic symptoms and fever. Greater importance in dif- 
ferentiation can be given to the finding of a follicular 
tonsillitis with patches of exudate mainly on the tonsils 
and pillars.. Diffuse redness, inflammation and edema 


76 


of the pharynx, pain and difficulty in swallowing, aud 
enlarged, tender lymph nodes at the angle of the man- 
dible and in the neck are common manifestations of 
streptococcal infection. The presence of a scarlet erup- 
tion with this syndrome is almost certain proof of the 
streptococcal etiology of the illness. In the absence of 
tonsils, exudate is less likely to be observed but it is 
present in more than one-half of the cases of strepto- 
coccal pharyngitis among adults. Viral infections may 
occasionally cause exudation but it is more likely to be 
located in the posterior pharynx. 

Among infants in the first 2 to 4 years of life, the 
classic syndrome of acute streptococcal infection may 
not be observed at all. The illness may be mild without 
fever and the clinical diagnosis impossible except by 
suspicion and epidemiologic observations of infected 
siblings or parents. 

By adhering to the clinical criteria outlined for strep- 
tococcal infections, specific treatment of only 1 to 2 per 
cent of persons with acute upper respiratory illnesses 
would include 70 per cent of the streptococcal-induced 
diseases. If this could be done it would be a very worth- 
while achievement. 

It is recognized that the physician does not see per- 
sons with the mildest respiratory infections. Therefore, 
among the patients he does see, streptococcal illness 
will be more frequent than the 2 per cent found when 
all persons with respiratory infections were studied. 
Pathogenic bacteria, predominantly streptococci, have 
been isolated from about 10 per cent of patients who 
voluntarily consult a physician because of an acute 
respiratory infection, with transient periods during 
which streptococcal infections may become locally epi- 
demic. 

If one is to identify the atypical and asymptomatic 
streptococcal infections, laboratory studies are neces- 
sary. The use of personal, private or publicly supported 
facilities to obtain bacteriologic cultures of the respira- 
tory tract secretions of some patients is strongly recom- 
mended. Although it is usually impractical to obtain 
cultures from all patients with respiratory infections, 
there are very few areas of practice in which it is not 
practical and highly desirable to obtain bacteriologic 
identification of the causes of epidemic respiratory ill- 
nesses and of certain selected illnesses that occur spo- 
radically. 

Elevation of the leukocyte count is expected with 
streptococcal infections. It is commonly raised to be- 
tween 12,000 and 20,000 per cu. mm. of blood, and this 
may be quite helpful at an early stage in differentiating 
bacterial infection from viral infections. If one has ready 
access to laboratory facilities the detection of an in- 
creased serum titer of antistreptolysin-O may help 
establish a recent streptococcal infection despite a nega- 
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tive bacteriologic culture. The serologic grouping and 
typing of streptococci can be obtained from relatively 
few laboratories but should be sought in cases of strepto- 
coccal infections recalcitrant to treatment, or when 
there are unusual features of the illness or epidemic. 


BACTERIAL INFECTIONS 


Other causes of bacterial pharyngitis are rare by 
comparison with streptococci. Micrococcus pyogenes 
(staphylococci), pneumococci, and non-group-A he- 
molytic streptococci can be cultured from the pharynx 
of healthy persons. Yet any of these species can some- 
times cause acute upper respiratory tract infections. 
Clinical features might not enable an accurate etiologic 
diagnosis. 

Pneumococci commonly cause suppurative otitis 
media and can cause purulent conjunctivitis and corneal 
ulceration. Staphylococci tend to produce localized 
abscesses. Acute sinusitis might be caused by either. 

Diphtheria, although fortunately rare now, is a dis- 
ease that the physician cannot afford to have slip from 
his mind, nor should he forget that antitoxin must be 
given and that antibiotics alone are inadequate treat- 
ment. In diphtheria the nasopharyngitis may be quite 
nuldand have no easily visible membrane. The diagnosis 


«sn only be established by culture. 
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H. influenzae, the coliform and other Gram-negative 
bacilli play a small part in the initiation of primary 
acute respiratory illnesses, but they are prominent in 
acute exacerbations of chronic illnesses and as the cause 
of acute respiratory infections that occur as complica- 
tions of recent treatment with antibiotics. 

Viral infections of the respiratory tract cannot be dis- 
cussed in this paper, but it is worth noting that the 
illness called “febrile catarrh” or A.R.D. (acute res- 
piratory disease of recruits) was differentiated and 
identified upon clinical observations by each of two in- 
dependent groups of investigators long before the 
causative virus was isolated. Fever and subjective sore 
throat, with or without moderate inflammation, are 
common manifestations of viral infection. They do not 
necessarily indicate secondary bacterial infection nor 
a need for antibiotic treatment. 


Course of Streptococcal Pharyngitis 


Streptococcal infections frequently occur simultane- 
ously in several members of a family. The nature of the 
infection may vary from one member to another. The 
common portal of entry is the respiratory tree with 
production of a characteristic nasopharyngitis which, 
as previously noted, involves the lymphoid tissue of 
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Waldeyer’s ring and the cervical lymph nodes. The in- 
flammation commonly causes obstruction to nasal res- 
piration and occlusion of the eustachian tubes causing 
a fullness of the ears. Extension of the infection into the 
paranasal sinuses or the development of a suppurative 
otitis media is common. Localized suppurative compli- 
cations such as peritonsillar abscess (quinsy), and the 
intense inflammation known clinically as Ludwig’s an- 
gina, are relatively rare. Downward extension of infec- 
tion may begin with laryngitis, progress to bronchitis 
or culminate in bronchopneumonia. Scarlet fever is an 
effect in nonimmune persons of the erythrogenic toxin 
that is elaborated by Group-A hemolytic streptococci, 
but beyond increasing the clinical toxicity of the patient, 
it has no greater consequences than the other manifes- 
tations of streptococcal pharyngitis. Other skin mani- 
festations of streptococcal infection are erysipelas and 
impetigo. 

The natural history of acute streptococcal infection 
frequently is divided into three periods with different 
clinical manifestations. As shown in Figure 2, they are: 
(1) the acute illness due to the primary infection; (2) 
suppurative complications; (3) late sequelae—acute 
rheumatic fever or acute glomerulonephritis—usually 
becoming clinically manifest after a latent period of two 
to four weeks during which the patient is relatively well. 

In the absence of suppurative complications the acute 
illness subsides during the first week or ten days. Strep- 
tococci often persist in the secretions of the respiratory 
tract, however, for two to three weeks or longer. 

Recent studies have shown that acute rheumatic 
fever can be expected to occur in 2 to 7 per cent of 
persons following acute streptococcal infections. All of 
the strains of Group-A streptococci seem to have the 
capacity to induce acute rheumatic fever in the sus- 
ceptible host. This is not the case with acute glomerulo- 
nephritis which occurs in 5 to 25 per cent of infections 
with certain strains (types 12, 4, and Red Lake) and 
not at all with infections caused by some other types of 
streptococci. In children under 2 years of age, strep- 
tococcal infections may have no manifestations except 
nasal discharge. Rheumatic fever is rarely observed as 
a sequel of streptococcal infection before age 4. 


Treatment of Streptococcal Pharyngitis 


The purpose of reviewing briefly the classical con- 
cepts of the natural history of streptococcal infections 
was for consideration of treatment and its alteration of 
the natural illness. First, some attention should be given 
the choice of treatment. Tests for bacterial sensitivity or 
resistance of beta-hemolytic streptococci to various 
antibiotics need not be performed. Group-A strepto- 
cocci, which primarily are the strains that cause infec- 
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tions in humans, are among the species of organisiis 
that have not developed significant resistance to anti- 
biotics, and therefore, all of the strains are sensitive (o 
penicillin as well as to many of the antibiotics that have 
subsequently become available and are effective against 
Gram-positive cocci. 

Penicillin, because of its potent bactericidal activity 
in low concentrations against Group-A hemolytic strep- 
tococci, is the drug of choice. The type of penicillin 
and the route of administration are secondary consider- 
ations if attention is given to certain principles known 
to be of importance in the eradication of streptococci 
from the throat. The most important among these is the 
total duration of time that the patient has a bactericidal 
concentration of penicillin in the plasma (0.03 U/ml. 
for hemolytic streptococci). Regardless of the rapidity 


_ of the clinical response of the patient, penicillin should 


be administered to provide adequate plasma levels for 
seven to ten days. Previous investigations have indicated 
that this can be accomplished by using any one of 
various treatment regimens. If oral penicillin is pre- 
ferred, 800,000 to 1,600,000 units a day, divided in 
three or four doses, is recommended. The crystalline 
potassium or sodium salt of penicillin G should be 
taken one-half hour before or two hours after meals. 
Penicillin V is absorbed better from the gastrointestinal 
tract and the lower recommended dose may be sufli- 
cient. Benzathine penicillin usually gives somewhat 
lower plasma levels than equivalent amounts of potas- 
sium penicillin G. The administration of probenicid 
(Benemid), 2.0 Gm./day in four doses, can be expected 
to increase (two to four times) and prolong the penicillin 
level. The intramuscular administration of penicillin in 
a repository form is ideally suited to the treatment of 
streptococcal infections. Procaine penicillin in oil, 
300,000 units every other day for four doses, or 900,000 
to 1,200,000 units of procaine or benzathine penicillin 
on the first and fourth days, usually can be considered 
adequate therapy. 

The clinical response of patients with streptococcal 
infections, as illustrated in Figure 3, is usually prompt 
and gratifying. Defervescence occurs over 12 to 48 
hours, the throat culture becomes negative for hemo- 
lytic streptococci, exudate disappears, the leukocytosis 
and toxicity rapidly subside, and adenitis resolves more 
gradually. 

The experience of several investigators with regard 
to the rate of disappearance of streptococci from the 
throat is shown graphically in Figure 4. If treatment is 
stopped after three days, approximately one-third of 
patients will have a clinical relapse and a larger propor- 
tion will suffer bacteriologic relapse. It is the latter that 
may be particularly significant in the subsequent ap- 
pearance of rheumatic fever. 
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Treatment with antibiotics has reduced very mark- 
edly—almost eliminated—the suppurative complica- 
tions of streptococcal pharyngitis. Similarly, acute 
rheumatic fever among patients treated adequately 
with penicillin has occurred only one-sixth as com- 
monly as among untreated patients. This reduction 
in the occurrence of rheumatic fever was accomplished 
when treatment was begun within the first 72 hours of 
iliness. A nearly equal reduction was obtained, how- 
ever, when treatment was delayed for nine days. Thus, 
while early treatment is recommended, one need not 
feel panic over the urgency to begin treatment in order 
to obtain the preventive benefits. Instead, effort should 
be directed toward the proper identification of the 
infection and adequate treatment. The results of bac- 
teriologic cultures frequently can be awaited before an 
antibiotic is prescribed. 

Patients who are known to have had an attack of 
acute rheumatic fever within the preceding five years 
and others known to have rheumatic heart disease may 
be exceptions to any rigidity in withholding penicillin 
as treatment for febrile respiratory infections because of 
the frequency with which these persons develop recur- 


rences of acute rheumatic fever following streptococcal 
infection. Continuous prophylactic penicillin is recom- 
mended for the former group of patients for at least five 
years after an acute attack, and early treatment of 
streptococcal respiratory infections is desirable in either 
group. Since patients with rheumatic heart disease, 
however, also are candidates for the development of 
bacterial endocarditis, pulmonary embolism, and con- 
gestive heart failure, in addition to the common infec- 
tions, it is a mistake to institute treatment upon the 
basis of fever without making the necessary observations 
for the diagnosis of these conditions. 

A reduction in the occurrence of acute glomerulo- 
nephritis after infection with nephritogenic strains of 
streptococci also has been accomplished by adequate 
treatment of the primary infection with penicillin. The 
reduction was as effective as that observed in rheumatic 
fever. 

The spectacular results observed in the treatment of 
streptococcal infections cannot be expected in viral 
infections, nor does prophylactic treatment with peni- 
cillin appreciably reduce the frequency or severity of 
common upper respiratory illnesses. In one controlled 
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study in which oral penicillin was administered to one- 
half of a group of healthy workers for an entire year 
and oral placebo medication to the other half, there 
was an average of 12.7 days of upper respiratory infec- 
tion among the treated group and 12.9 days among the 
control group. That is, an average reduction of one day 
of illness in five years among the group treated con- 
tinuously. 

Another illustration can be had from the controlled 
study of the effect of oral penicillin given as treatment 
for nonspecific acute respiratory infections as compared 
with aspirin. Among the group treated with penicillin, 
one-fourth of the patients required a second office visit 
and nearly 5 per cent required hospital care. Aspirin 
which was given to alternate patients resulted in only 
one-fifth of them requiring a second office visit and less 
than 3 per cent of them requiring hospital care. 

Additional studies have shown that treatment with 
an antibiotic has not shortened the hospital stay of per- 
sons with viral or nonspecific respiratory infections, and 
have failed to show suppression of secondary bacterial 
infection. Some analyses have shown an even higher 
rate of complicating secondary infection among anti- 
biotic-treated patients. 


Antibiotic Toxicity 


The adverse side effects from the administration of 
an antibiotic are of great concern to all. Collectively, 
they constitute a forceful reason for self-discipline 
among physicians against a lax attitude regarding the 
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indications for an antibiotic. Sometimes this attitude is 
encouraged by sales enthusiasm; sometimes by the pa- 
tient himself or his family; and rarely by physicians 
who use treatment with an antibiotic in the belief that 
it will differentiate bacterial from viral infections. Many 
patients have recognized a laxity of standards with 
regard to antibiotic treatment, with some loss of es- 
teem for a physician or for the profession in general. 

The statistically calculated risk of administering 
some of the antibiotics can be stated reasonably well 
and for most of them it is admirably low. The physician 
rarely, if ever, is prepared, however, for the unexpected 
sudden death of a patient whom he is treating for a 
minor illness. There are recorded in the literature at 
least 46 anaphylactic deaths following administration 
of penicillin. Others undoubtedly have occurred, and 
many near fatal reactions have been observed. Physi- 
cians who have had such an experience usually become 
stout proponents of strict indications for the use of an 
antibiotic. The mere fact that the “calculated risk” is 
low is not a sufficient indication to use them when, 
from experience, little can be expected and especially 
when the illness is a minor one with a good prognosis, 
as is the case for nearly all of the upper respiratory in- 
fections. 

Fortunately death is a relatively infrequent manifes- 
tation of drug toxicity, occurring perhaps once per mil- 
lion patients who are treated with penicillin. The most 
common reactions are skin lesions and, when the oral 
route of administration is used, gastrointestinal symp- 
toms. Many other types of reactions of variable severity 
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and importance have been reported but space does not 
allow a discussion of them here. The suspending vehi- 
cles in which the common antibiotics are dispensed are 
relatively free of toxicity. However, procaine or the 
metals (sodium, potassium, calcium, etc.) used to make 
a salt of the antibiotic can produce their own independ- 
ent side reactions. 

Allergic type reactions have been observed less fre- 
quently when an antibiotic has been given by the oral 
rather than parenteral route. This is true of penicillin 
as well as the other agents. A large dose, prior ad- 
ministration of the drug, and other manifestations of 
allergy in the patient increase the likelihood of a hyper- 
sensitivity reaction to an antibiotic. In the case of pro- 
caine penicillin given as prophylaxis, as shown in Table 1, 
the incidence of reactions with 300,000 units a day has 
been 1 to 2 per cent, whereas 5 to 10 per cent of per- 
sons have had reactions when 1,000,000 units or more 
a day were administered. In another study the percent- 
age of reactions to penicillin was observed to be twice 
as great upon administration of a second course and 
four times as great upon the administration of a third 
course as was observed following the initial treatment 
(Table 1). 

Among persons entering military service, approxi- 
mately three out of every four have received penicillin 
previously, and over 3 per cent have a history of an 
allergic type reaction. Among those with no history of 
previous hypersensitivity, more than 6 per cent had 
some type of adverse reaction when penicillin was re- 
administered for prophylaxis. 

If this is any reflection of circumstances among the 
general population, rough calculations indicate a rate 
of 500 cases of penicillin reaction per 100,000 popula- 
tion per year for the past ten years. This “epidemic” 
of penicillin reactions is approximately ten times the 
rate for poliomyelitis in a peak year. Admittedly only 
1 to 2 per cent of these reactions are classified as severe, 


PENICILLIN Number times Hypersensitivity 
treated Reactions— 
Dose (units) Route previously Per cent 
300,000 
} Oral Variable 1 
1,600,000 
300,000 IM. Variable 1-2 » 
600,000 IM. Variable 2-3 
1,200,000 LM. Variable 5-10 
300,000 ILM. 0 0.5-1 
300,000 I.M. 1 
300,000 I.M. 2 4 
300,000 LM. 3 or more 
Table I. 


but the true risk cannot be calculated until the full sig- 
nificance of repeated minor hypersensitivity reactions 
becomes known. 

From a practical point of view, skin tests are not re- 
liable guides to the hypersensitivity of patients to anti- 
biotics. False reactions occur in both directions, but a 
positive test should be regarded as a rather definite 
contraindication to the administration of that agent. A 
careful history of previous administration of antibiotics 
and symptoms suggesting drug reaction is most im- 
portant. One obligation the physician should assume 
when he elects the risks of antibiotic therapy is to 
assure an adequate course of treatment and thus ob- 
tain the benefits from the antibiotic. 
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So Help Me, Hippocrates 


REso.veD, that I, Dr. 
the 1957 Scientific Assembly of the American Academy of General 
Practice in St. Louis, Mo., March 25-28, and that with these words 
I will wwstantty take steps to inplement this resolution, as follows: 
1. Make appropriate marks on calendar. 

2. Instruct secretary toobtain hotel and transportation reservations. 
3. Instruct secretary to assist me in impressing all patients with the 


4. Arrange for substitute in practice. 


, will attend 


fact that their welfare and mine depend upon my being in 
St. Louis, Mo., in March, 1957. 


€ 
J 


Aortic dissection begins with a splitting of the media 

and may progress through all levels of the aorta. 

Commonly its onset is announced by chest pain that is maximum 
from the first. Depending upon the extent of the dissection, 


various organic lesions appear as the result of occlusions of arterves 


at their origin from the aorta. X-ray findings sometimes confirm 


the diagnosis by demonstration of an enlarging aortic shadow 


or of extraordinary thickness of the aorta wall. 


Dissecting Aneurysm of the Aorta 


DONALD E. WARREN, M.D. and J. WILLIS HURST, M.D. 


Emory University Hospital 
Atlanta, Georgia 


The Cause 


A DISSECTING ANEURYSM Of the aorta is actually a dis- 
secting hematoma (Figure 1). The hematoma, which 
usually begins with a tear in the intima, “splits” the 
media of the aorta. The media of the aorta “splits” 
easily because it is abnormal due to cystic medionecrosis. 
In this condition the elastic fibers of the media are 
deficient and are replaced by loose collagenous fibrous 
tissue. The cause of this process is unknown. 

Atherosclerosis is frequently present but is nct 
thought to be a cause and syphilis is not etiologically 
related. Dissecting aneurysm usually occurs in pa- 
tients with hypertension. It also occurs in patients with 
coarctation of the aorta where factors other than hyper- 
tension seem to play a part. Dissecting aneurysm oc- 
curs in arachnodactyly, normotensive patients with 
skeletal deformities (i.e. kyphoscoliosis and pigeon 
breast), full-term pregnancy, and possibly in patients 
with aortic stenosis and in myxedematous patients 
with hypertension. 

Many tissues in the body, including the media, are 
“held together” by a ground substance. Some investi- 
gators believe that dissecting aneurysm in some nor- 
motensive subjects is the result of a disorder of ground 
substance. There is good evidence for such a view in 
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arachnodactyly where the bones are abnormal, the 
joints are loose, the lenses are dislocated, the heart 
valves are abnormal, and dissecting aneurysm is com- 
mon. Abnormally weak ground substance can be pro- 
duced by feeding growing rats sweetpea meal which 
contains b-aminopropionitrile. A fantastic thing hap- 
pens; such rats die of dissecting aneurysm and have 
skeletal deformities. 


The Diagnostic Clues 


1. Pain. Painless dissection of the aorta can occur. 
The majority of patients, however, have midchest pain 
and it is for this reason that the condition is frequently 
diagnosed as myocardial infarction. A dissecting aneu- 
rysm should be considered under the following cir- 
cumstances: when the pain is excruciating and when 
more than average amounts of morphine are required 
for relief; when the pain is maximum at the very onset 
rather than “building up” as it frequently does with 
myocardial infarction; when back pain predominates; 
when the pain is widespread (i.e., down the back—into 
the legs) ; when the pain shifts to a lower level in the 
body as the dissection extends. 

2. Evidence of Arterial Occlusion. When signs and 
symptoms of peripheral arterial occlusion occur a few 
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moments after chest pain, dissecting aneurysm should 
be considered rather than myocardial infarct since an 
embolic episode due to the latter usually occurs several 
days after the pain. The dissecting hematoma may oc- 
clude any vessel that branches from the aorta (Figure 1). 

Neurologic abnormalities may occur. The patient may 
be misdiagnosed as cerebral vascular accident when the 
carotid arteries are involved. There may be coma, 
hemiplegia and visual disturbances. Occlusion of the 
intercostal and lumbar vessels to the spinal cord may 
cause paresthesias, loss of reflexes, cord bladder, and 
paralysis. 

Dissection into the mesenteric arteries may simulate 
a gastrointestinal catastrophe. When this occurs there 
may be nausea, vomiting, abdominal pain, abdominal 
rigidity, diarrhea and occult blood in the stool. 

When the renal arteries are involved hematuria and 
renal insufficiency may occur. 

The dissection may extend into the coronary arteries 
and produce another cardiovascular problem, namely 
myocardial infarction.<This is only occasionally docu- 
mented during life since coronary occlusion from dis- 
section is usually followed rather quickly by rupture of 
the aorta into the pericardium, which leads to death. 
When the peripheral arteries become occluded the 
limbs become numb, cold and weak. The patient may 
complain of severe chest pain and marked weakness 
of the legs. > 

3. Blood Pressure Measurements and Pulsation of 
Accessible Arteries. All accessible arteries must be pal- 
pated in all patients with chest pain. The carotids, 
brachials, radials, femorals, etc. must be palpated re- 
peatedly; one examination is not sufficient. The ab- 
sence or inequality of these pulsations is an important 
diagnostic clue and indicates arterial occlusion. YThe 
degree of pulsation may vary from hour to hour be- 
cause of arterial spasm. When a patient with severe 
chest pain appears in shock and the blood pressure is 
elevated one should consider dissecting aneurysm. 
The blood pressure may fluctuate considerably from 
arm to arm, leg to leg, and from hour to hour. 

4. Aortic Regurgitation. Aortic regurgitation may 
occur when the posterior aortic valve cusp sags as a 
result of the dissection. This finding is an important 
clue, especially when it develops during the period of 
observation."One must search for aortic regurgitation 
repeatedly in all patients with chest pain? 

5. Pulsation of the Sternoclavicular Joint. Pulsation 
of either sternoclavicular joint occurs when the aorta 
becomes large enough to lift the joint with each heart 
beat. The aorta can become large enough to do this 
from a syphilitic aortic aneurysm or from a dissecting 
aneurysm of the aorta but seldom, if ever, from hyper- 
tension or atherosclerosis alone. 
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Figure 1a. Dissecting hematoma of the aorta, splitting the media, 
and markedly distorting the lumen. b. The dissection at the level 
of the common iliacs. From these pictures it is easily visualized 
how any of the aortic branches could be narrowed or obliterated. 


Figure 2. Frontal view of the chest showing a huge aorta. The arrow 
points to an area of calcification in the intima. This finding en- 
ables one to identify an abnormally thick aortic wall due to a 
dissecting hematoma. 
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6. Some Nondiagnostic Findings. Other findings in- 
clude cardiac enlargement due to hypertension, an 
increase in supracardiac dullness, and an apical sys- 
tolic murmur. Fever, leukocytosis and progressive ane- 
mia are common. 

7. Electrocardiographic Findings. The electrocardio- 
gram may be normal or may show left ventricular 
hypertrophy, or nonspecific ST and T wave changes. 
The electrocardiogram may show the typical findings 
of myocardial infarction when the coronary arteries 
are involved, but this finding is rare. 

8. X-ray Findings. X-ray of the chest may reveal a 
large dilated aorta. Such a finding may not be of diag- 
nostic value unless a previous x-ray showed a normal 
aorta. 

Occasionally when calcium is seen in the intima, the 
actual wall of the aorta may be identified as an abnor- 
mally thick structure (Figure 2). Dissecting hematomas 
have been demonstrated by angiocardiography but this 
is seldom indicated. 


9. Complications. Hemorrhage into the pleural space 
is not uncommon and is almost always on the left. 
The usual signs of fluid are noted and hemoptysis is 
sometimes seen. 

Death occurs in eight out of ten cases. These pa- 
tients die because of external rupture of the aorta, 
hemopericardium with cardiac tamponade, or coro- 
nary artery involvement. A few patients survive, and 
later a double-barreled aorta may be found at autopsy. 


The Treatment 


Treatment should include prolonged bed rest (usu- 
ally six to eight weeks), treatment of shock, relief of 
pain, and general supportive care. Anticoagulants are 
strongly contraindicated. 

Various surgical procedures are now being tried. 
Several patients have survived the surgery but no defi- 
nite statements can be made in this regard since expe- 
rience is still limited. 


Survivorship of Cancer Cases 


Survivorsuip through the fifth year after the first symptom 
of cancer was determined for the 2,065 cancer cases re- 
ported from six adjacent northern counties in New York 
which had the first symptom of the disease in 1940-1942. 

Using the life-table method of analysis, the five-year 
survival rate for the study group was found to be 27.7 per 
cent. 

Survival rates were calculated for the most frequent sites 
in each sex, and were adjusted for the expected death rate 
in the population of the same age. Skin and lip cancer cases 
had the highest survivorship, followed by the major sexual 
sites, and then the major nonsexual internal sites. Leu- 
kemia cases had the poorest survivorship. While no statis- 
tically significant differences in survivorship between the 
sexes were observed, males had the higher survivorship for 
the six internal sites common to both sexes. 

Survival rates were calculated by age for various sites in 
each sex. Even after adjustment for the expected death rate 
in the population of the same age, the younger cases had a 
higher survivorship than the older cases in many of the 
sites. This is contrary to the prevailing opinion on the effect 
of age. Sites where this relationship was statistically sig- 
nificant were uterine cervix and ovary. While part of this 
relationship appeared to be explained by the tendency of 
younger cases to be diagnosed at an earlier stage than older 


cases, factors other than stage at diagnosis also appeared to 
be involved. It was also concluded that the higher sur- 
vivorship for younger cases was not due to the inclusion ofa 
higher proportion of false positives among the younger 
cancer case group 

Survival rates were calculated by stage of the disease at 
diagnosis, as stated in the case report, for several sites in 
each sex. For those sites studied, all except one showed a 
higher survival rate for the early local stage than for other 
stated stages and stage-not-stated. This relationship was 
most striking for ovary, bladder, large intestine, and rectum. 
Since these were sites with very low over-all survivorship, 
it would appear that a great gain in survivorship would 
result, if a much higher proportion of cases in these sites 
could be diagnosed while still in the early local stage. It 
was shown that the higher survivorship for early local cases 
was not due to the inclusion of a higher proportion of false- 
positives among them. 

It is concluded that the results, based on reported cases, 
represent the minimum survivorship for the entire diag- 
nosed cancer population for the area and time period 
studied. It is believed that the results in the six counties 
studied are approximately representative of the situation 
in New York State, exclusive of New York City, for the 
time period studied.—Artuur S. Kraus; Morton L. 
Levin, M.D.; Rrra E. CasHMan; and Paut R. 
M.D., Am. J. Pub. Health, 46:836, 1956. 
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It ts of great importance to examine 


every ankle injury carefully, and to utilize roentgenograms 

of properly positioned ankles when this evaluation is necessary. 
Many ankle injuries, particularly sprains (ligamentous injuries) 
are inadequately treated. Serious consideration must be given 

to epiphyseal injuries, for these may lead 

to growth disturbances and deformity. The necessity 

for accurate repositioning of displaced ankle fractures 

is obvious when one considers that, in essence, 

this joint supports the total body weight. 


Treatment of Ankle Injuries 


EDWIN FRENCH CAVE, M.D. 


Massachusetts General Hospital 
Boston, Massachusetts 


THE ANKLE is the most frequently injured joint in the 
body, because the ankle joint supports essentially the 
entire weight of the body and is subjected to unusual 
forms of strain. Also, the anatomic arrangement of the 
ankle is such that it is poorly supported by muscles 
and ligaments, particularly on the anterolateral aspect. 
In this particular region acute torsional strains are fre- 
quent. 

Trauma to the ankle occurs at any age. In the child 
the injury may be ligamentous, or there may be injury 
to the epiphyses of the tibia and fibula. In the adult, 
fractures are more frequent than in children, and strains 
are very common. 

Ankle injuries are frequently belittled and mistreat- 
ed. Unless an ordinary ankle sprain is properly sup- 
ported for an adequate length of time, the ligaments 
may fail to heal, and recurrent sprains can be expected. 
Many ankle fractures are mistreated in that they are 
not accurately reduced or protected for a sufficiently 
long period of time. Such mistreatment results in dis- 
alignment of the joint, perhaps widening of the mor- 
tice, trauma to the articular surfaces and ligamentous 
relaxation. These defects eventually lead to permanent 


disability, characterized by pain, swelling and de- 
formity. 
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Anatomy 


The ankle joint consists of the astragalus, which fits 
into a mortice made up of the tibia and fibula. The ex- 
ternal malleolus of the fibula protects the ankle later- 
ally, and the internal malleolus of the tibia protects the 
ankle mesially. 


LIGAMENTOUS SUPPORT 


On the inner aspect, the strong deltoid ligament 
protects the ankle adequately. On the lateral aspect, 
the ligamentous and muscular support is extremely de- 
ficient. The strong tibiofibular ligament, made up of 
anterior and posterior portions, joins the tibia to the 
fibula for a distance of about two inches, just above the 
ankle joint mortice. In severe ankle injuries this liga- 
ment is frequently extensively torn (Figure 1). 


Ligamentous Injuries 


INJURY TO THE EXTERNAL COLLATERAL LIGAMENT 


This is the most frequent injury of the ankle. It is 
due to sharp inversion of the foot, producing strain 
of the external collateral ligament. This ligament tears 
from its fibular attachment or from its tarsal attach- 
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Figure 1. Ligamentous support of the ankle. a (top). External col- 
lateral ligament (fibulotarsal). This ligament gives inadequate 
protection to the lateral aspect of the ankle joint. b (bottom). Liga- 
ments of ankle viewed from behind: the strong deltoid ligament on 
the inner aspect and the interosseous or tibiofibular ligament. 


Figure 2. X-ray projection of mortice view. 


ment, or, perhaps, through its midportion. The sym)- 
toms and signs are those of immediate pain, swelling 
and, later, discoloration. Tenderness is localized to tlie 
region of injury, usually at the fibular attachment of 
the ligament. This strain may be accompanied by the 
pulling off of a fragment of the fibula, or a portion of 
the os calcis. 

X-ray examinations should be made of all severe 
ankle sprains. Anteroposterior, lateral and oblique 
views should be taken. When the diagnosis is in doubt, 
the opposite ankle should be x-rayed in the same po- 
sitions, particular attention being paid to whether 
there is widening of the ankle joint mortice. A valuable 
projection is the mortice view, taken with the foot in 
30 degrees inversion (Figure 2). 

Treatment. The usual ankle sprain will respond to 
adhesive support, which should be renewed at weekly 
intervals for a period of four to six weeks (Figure 3). 

Before strapping is applied, inquiry should be made 
as to whether the patient’s skin is sensitive to adhesive 
tape. If so, some other form of support must be ap- 
plied; if necessary a plaster casing. Ordinarily, pa- 
tients can tolerate adhesive strapping. The following 
may be used as a routine: 

1. Shave the part carefully, avoiding razor nicks of 
the skin. 

2. Apply a gum solution which will protect the skin. 

3. Have the patient sit facing the physician with a 
string around the toes holding the foot in slight ever- 
sion (Figure 3a). Gauze or a thin felt strip should be 
placed over the tendinous structures, particularly the 
anterior tibial tendon (Figure 3b). The adhesive strips 
should be one inch in width and applied firmly but 
should not “pull” the foot into the desired position. 
Position should be maintained by the patient holding 
the string around the toes. The adhesive should be 
applied without wrinkles. When the strapping has 
been completed, it may be covered by a two-inch gauze 
bandage, which is left in place until the adhesive is 
well set. To protect the stocking from the adhesive 
tape, a gauze bandage may be reapplied as necessary. 

The strapping should be renewed at weekly inter- 
vals unless skin irritation occurs. Walking in a shoe 
with a moderate heel can be done as symptoms subside 
after a few days. When the strapping is finally removed 
at the end of four or six weeks, the patient should be 
given exercises to restore strength to the muscular 
structures about the ankle joint and foot. 


Tue InTeRNAL (Dettom) LIGAMENT 


This ligament is relatively rarely injured, except in 
a badly traumatized ankle joint. Not infrequently, the 
ligament is severely torn, particularly when there is 
lateral displacement of the astragalus from the mortice. 
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Treatment of deltoid ligament sprains may be effec- 
tively carried out by adhesive strapping as the foot is 
held in a position of slight inversion. A %-inch lift on 
the inner border of the heel of the shoe is a valuable 
adjunct in walking. 


TIBIOFIBULAR LIGAMENT INJURIES 


Injuries to the tibiofibular ligament are not uncom- 
mon, but are usually due to very severe trauma. They 
are frequently accompanied by other injuries to the 
ankle, particularly fractures. When the ligament is 
badly torn, there is widening of the space between the 
lower end of the fibula and tibia, resulting in insta- 
bility of the ankle joint mortice. 

If one is dealing with an isolated injury to the tibio- 
fibular ligament, operative repair of the ligament may 
be necessary. If there is not severe instability of the 
tibia and fibula as a result of ligamentous injury, plas- 
ter support for a period of six weeks may be all that is 
indicated. 


INJURY TO THE ACHILLES TENDON 


Although the Achilles tendon does not directly sup- 
port the ankle joint, injury to this tendon is relatively 
frequent, and it should be discussed in any chapter on 
ankle injuries. In a recent review of Achilles tendon 
ruptures at the Massachusetts General Hospital, it 
was learned that they represented one-fifth of all ten- 
don injuries treated in that clinic. 

The separation may result from sudden contracture 
of the calf muscles as the foot is fixed to the floor, as 
in a sudden “take off” in tennis, causing a pulling 
apart of the tendinous fibers. A direct blow or lacera- 
tion may also divide the tendon. 

The characteristic symptom is pain in the region of 
the Achilles tendon. The classical signs are a palpable 
defect in the tendon, and weakness in plantar flexion 
of the foot. 

Usually the rupture is complete and surgical repair 
of the tendon is indicated (Figure 4). Suture of the 
tendon should be followed by immobilization in plaster 
of Paris for a period of about six weeks. 


Epiphyseal Injuries 


These injuries should be considered seriously, be- 
cause, not infrequently, growth disturbance follows, 
no inatter how carefully anatomic restoration is carried 
out. The parents of the patient should be warned that 
the prognosis is always guarded. 


Lower Eprenysis 


The common injuries are those which involve the 
lowe: tibial epiphysis. They may consist in (a) lateral 
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Figure 3. Technique of ankle strapping. a. With a strip of gauze 
placed around the middle toes the foot is held in slight eversion. 
b. A strip of gauze is placed over the anterior tibial tendon to pre- 
vent friction from adhesive. «. Completed strapping. 


Figure 4. Drawing of Achilles’ tendon showing points of rupture. 
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Figure 5. Lower tibial epiphyseal separation. a. The result of old 
injury to the epiphyseal plate, distal end of the tibia. The normal 
ankle is on the left and the injured one on the right. b. Correction 
of the deformity is demonstrated on the right. Correction entailed 
osteotomy of the lower end of the tibia and shortening of the fibula. 
The ankle joint has been aligned satisfactorily but there has been 
permanent interruption of growth of the tibia. 


Figure 6. Fracture of lower end of fibula with lateral subluxation 
of ankle. a. A male aged 45 with severe fracture of the iower end 
of the fibula, associated with lateral displacement of the astragalus. 
b. Replacement of the astragalus to its normal position and restora- 
tion of alignment of the fibula. 


separation of the entire tibial epiphysis (Figure 5) or 
(b) a fracture which crosses the epiphyseal line at the 
base of the internal malleolus. If the fracture crosses 
the epiphyseal plate, growth disturbance may follow. 
If, on the other hand, there is complete lateral dis- 
placement without fracture through the epiphyseal 
plate, subsequent growth disturbance is much less apt 
to occur. 

Treatment. Treatment of tibial epiphyseal displace- 
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ment requires gentle but accurate replacement. This 
should be carried out as soon as the diagnosis has been 
made. 

Open reductions ofepiphyseal displacementare rarely 
necessary, and may be harmful. Once the epiphysis is 
accurately replaced, a plaster casing is applied from 
toes to groin with the ankle in the desired position, 
and the knee flexed to about 30 degrees. The plaster 
should be left in position for about six weeks. 
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EPIPHYSEAL SEPARATION OF THE LOWER FIBULA 


This injury is relatively rare, and does not represent 
such a serious situation as does displacement of the 
lower tibial epiphysis. Replacement of the fibular 
epiphysis can usually be carried out by manipulation. 
A plaster boot should be worn for a period of about 
four weeks. 

Late Complications. Epiphyseal injuries may result in 
growth disturbance and deformity of the ankle, in 
which case surgical correction may be necessary. 


Fractures 


The common fractures involving the ankle joint are: 
. Fracture of the lower end of the fibula. 
9. Fracture of the internal malleolus. 
. Fracture of both the internal and external malle- 
oli. 
. The trimalleolar fracture with or without disloca- 
tion of the astragalus. 
. A bursting fracture of the lower end of the tibia. 
. Fractures of the tarsus associated with dislocation. 


FRACTURES OF THE LOWER END OF THE FIBULA 


Fracture of the lower end of the fibula is second in 
frequency only to fracture of the distal end of the 
radius (Colles’ fracture). It is produced by sharp in- 


version or eversion of the foot, along with an element 
of torsion of the ankle joint. The astragalus is inverted 
or everted and rotates at the same time, thus pulling 
off or pushing off the distal end of the fibula. 

In addition to the bone injury, there is, as a rule, 
some element of ligamentous strain, particularly in- 
volving the deltoid ligament on the inner aspect of the 
ankle joint. 

The symptom is pain. The signs are swelling, fol- 
lowed by discoloration and immobility of the foot and 
ankle. 

The diagnosis can usually be made by gentle pal- 
pation of the ankle joint, with the finding of localized 
tenderness over the fracture site at the lower end of the 
fibula. However, to confirm the diagnosis, x-ray films 
must always be taken. They should be a true antero- 
posterior view, a mortice view (Figure 2), taken with 
the foot inverted 30 degrees, and a true lateral view. 
Oblique projections are often very helpful. At times 
it is necessary to x-ray the opposite ankle to be abso- 
lutely certain of the nature of the fracture. 

Treatment. Many fractures of the distal end of the 
fibula will not require anesthesia or manipulation. and 
can be treated in a plaster boot with the foot in a neu- 
tral position. However, if there is moderate or severe 
dispiscment (Figure 6), manipulation under general 
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Figure 8a. Plaster boot with heel. 


b. Plaster boot without heel. 
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Figure 9. Fracture of the internal malleolus. a. Fracture of the 


internal malleolus with displacement. ». Anatomic reposition by 
open reduction and single screw fixation. 


Figure 10. Fracture of the internal and external malleoli. a. Ante- 
roposterior and lateral views of fractures of medial and lateral 
malleoli, with lateral displacement of astragalus. b. After reduc- 
tion of fractures and dislocation; plaster of Paris casing has been 
applied. 


anesthesia should be carried out. It may be necessary, 
at times, to carry the plaster from the bases of the toes 
to the groin (Figure 7) with the knee flexed about 35 
degrees. The foot and ankle should be in the desired 
position to maintain correction of the fracture. 

For uncomplicated fracture of the distal end of the 
fibula, immobilization for a period of five or six weeks 
is sufficient. 

The original plaster should be changed at the end 
of a week or ten days, and if there has not been marked 
displacement of the fibula, a “walking boot” with 
rubber heel may be applied (Figure 8). In the severely 
displaced fractures, a walking heel application should 
be delayed at least three or four weeks. 
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FRACTURES OF THE INTERNAL MALLEOLUS 


These are produced by sharp inversion or eversion 
of the foot, with torsion of the astragalus in the mortice 
of the ankle joint. This displacement may be severe or 
mild. 

Symptoms and signs are localized usually to the in- 
ner aspect of the ankle joint. However, there may also 
be an element of strain of the external collateral liga- 
ment, giving pain and tenderness on the outer aspect 
of the ankle as well. 

Roentgenograms should always be taken in the po- 
sitions previously enumerated, and treatment carried 
out accordingly. If there is marked displacement of the 
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Figure 11. Tri-malleolar fracture. a. A 68-year-old woman with 
fracture of both malleoli and posterior margin of tibia, associated 
with posterior dislocation of astragalus. b. End result four years 
after injury, showing reduction of the fractures and dislocation, 
with progressive traumatic changes in the ankle joint. 


internal maileolus (Figure 9), open reduction, with in- 
ternal fixation with a single screw is often indicated. 
In such an instance, as a rule, interposed periosteum 
and ligamentous structure prevents reduction, and 
often causes delayed union, or nonunion. When there 
is little or no displacement at the fracture site, immo- 
bilization in plaster of Paris for a period of six or 
eight weeks is sufficient. 

In the severely displaced fractures of the internal 
malleolus, the posterior tibial tendon may be dis- 
placed into the fracture line, thus preventing closed 
reduction and necessitating open reduction and in- 


ternal fixation. 


Fracrures OF THE MALLEOLI 


These fractures are produced by the same type of 
injury, namely that of adduction or abduction of the 
foot, and rotation of the astragalus in the mortice of 
the ankle joint. The usual mechanism is one of eversion 
of the foot. This pulls off the internal malleolus and 
pushes off the external malleolus, thus producing a 
widening of the ankle joint mortice (Figure 10). 

There is usually marked deformity of the ankle with 


n considerable swelling. Tenderness is localized to both 
e the internal and external aspects of the ankle joint. 
r The most important point about correction of this 


displacement secondary to fracture, is to restore the 
. normal width of the ankle joint mortice. Manipulation 


0 is carried out under general anesthesia, and by flexing 
, the knee over the end of the operating table. The sur- 
t geon sits facing the ankle joint, grasping the leg with 


his left hand and the os calcis with the right hand. The 
- os calcis and astragalus are moved forward slightly and 
inverted, which maneuver pushes the internal mal- 
leolus back into position and restores length to the 
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Figure 12. Bursting fracture involving the lower end of the tibia. 
a. A male aged 45 sustained a severe bursting fracture to distal end 
of tibia when he fell from a height, landing on his heel. Treated by 
traction, manipulation and plaster fixation. b. End result one year 
later, showing reasonably good restoration of the contour of the ankle 
joint. 
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Figure 13a. A severe, open, comminuted fracture dislocation of the 
astragalus. b. Because of infection, astragalectomy was carried out 
and subsequently the tibia was fused to the navicular and the os 
caleis. 


fibula. This, in turn, will reduce the fibular fracture. 
At this point of the manipulation it is well to take 
portable x-rays in anteroposterior, lateral and oblique 
positions. If reduction is satisfactory, plaster is ap- 
plied as the surgeon maintains the reduced position. 
The plaster should always extend from the toes to the 
groin, with the knee flexed at approximately 35 de- 
grees and the foot and ankle in the desired position. 
If post-reduction films show that reduction has been 
maintained, the plaster should probably be changed at 
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the end of ten days or two weeks in order to “take up 
the slack.” By this time, there will have been reduci:on 
in the swelling and muscle atrophy, allowing mobility 
of the leg in the plaster of Paris casing. 

If closed manipulation has been successful, plaster 
of Paris fixation should be carried out for a period of 
at least eight weeks. 

Operative Treatment. Anatomic restoration is so im- 
portant in this fracture that at times operative treat- 
ment is necessary, particularly to replace the tibial 
fracture and to restore normal length to the fibula. If 
the fibular fracture remains displaced, the fibula will 
shorten and cause permanent widening of the ankle 
joint mortice. If the fibula is secured by a medullary 
pin or some other form of internal fixative material, it 
may be just as well at the same time to secure the in- 
ternal malleolus with a screw of small diameter. If op- 
erative treatment is carried out, plaster immobiliza- 
tion is continued for as long as it would be with closed 
manipulative treatment. 


THE TRI-MALLEOLAR FRACTURE WITH OR WITHOUT Di1s- 
LOCATION OF THE ASTRAGALUS 


This fracture involves the lower end of the fibula, 
the internal malleolus, and the posterior aspect of the 
lower end of the tibia. It is usually associated with pos- 
terior dislocation of the astragalus on the tibia (Figure 
11). 

A severe deformity, consisting in posterior displace- 
ment of the foot on the ankle, is quite characteristic of 
this injury. However, roentgenograms should be made 
to confirm the diagnosis. They should be taken in rou- 
tine anteroposterior, lateral and oblique projections. 

Treatment. These fractures of the tibia and fibula 
associated with dislocation of the astragalus can us- 
ually be replaced, if they are seen shortly after injury, 
by the following procedure: 

General anesthesia is employed. The knee is flexed 
over the end of the operating table and the surgeon 
sits facing the patient’s extremity. He grasps the leg 
above the ankle joint with one hand, and with the 
other exerts traction downward and forward on the 
os calcis. The os calcis is pulled forward and usually 
slightly inverted, but the foot is not brought into sharp 
dorsiflexion. If the foot is brought into dorsiflexion, 
the astragalus is rocked backward and displacement 
of the posterior tibial fracture cannot be corrected. 
Therefore, 15 or 20 degrees of equinus may have to 
be accepted in order to maintain reduction of the pos- 
terior tibial fracture. 

Portable x-ray films may be taken before the plaster 
is applied, and further manipulation carried out if 
deemed necessary. A plaster casing is applied from 
the toes to the groin, with the knee flexed at approxi- 
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mately 45 or 50 degrees. If post-reduction films are 
satisfactory, plaster immobilization is carried out for a 
period of eight or ten weeks. The casing is renewed 
every two or three weeks, as necessary, during the fol- 
low-up treatment. 

At times, open reduction of these fractures is indi- 
cated. This is particularly true if the posterior tibial 
fragment is as large as one-third of the tibial joint sur- 
face, or if treatment has been delayed. If open reduc- 
tion is carried out, two or more incisions may be 
necessary. 


BursTING FRACTURE OF THE LOWER END OF THE TIBIA 


This injury may or may not involve the distal end 
of the fibula. It is sustained usually by a severe fall, 
or by a blow on the inferior portion of the os calcis 


(Figure 12). 


FRACTURES OF THE TARSUS ASSOCIATED WITH 
DISLOCATION 


Injuries to the tarsal bones, particularly the as- 
tragalus, may result in ankle joint derangement (Fig- 
ure 13). Fractures or fracture dislocations of the as- 
tragalus may be open or closed. They result from a 
variety of types of injury, i.e., falls, twists or direct 
crushing injury. The common site of fracture of the 
astragalus is at the neck of the bone. As the blood supply 
to the bone enters through the head, it is most impor- 
tant to accurately reduce such fractures and delay 
weightbearing (three to six months), in order to restore 
circulation to the body of the bone. 

Crushing injuries to the astragalus may result in se- 
vere comminution. This causes eventual traumatic ar- 
thritis, necessitating ankle fusion. 


Help for Cerebral Palsied 


A NEw TypPE of surgery called chemopallidectomy has been successfully used to relieve the 
tremor and rigidity of Parkinsonism in the cerebral palsied. 

Early case reports show that it may be the most effective surgical treatment yet devised for 
this type of disease. Dr. Irving S. Cooper and his colleagues at St. Barnabus Hospital for Chronic 
Diseases, New York, have used this new method on 30 children from 8 to 19 years old. 
In this group were children with chorea, chorea-athetosis and dystonia musculorum de- 
formans. 

The new surgery has also been used on a few cases of congenital cerebral palsy. Dr. Cooper 
emphasized, however, that it is aimed at relieving the involuntary muscle movements charac- 
teristic of this condition. The operations were successful in two-thirds of the group, with 
dystonics and athetotics most responsive, but mental retardation and paralysis have remained 
unchanged. 

The procedure involves the injection of pure alcohol into the globus pallidus by means of a 
polyethylene catheter which is usually left in place for seven to ten days. Dr. Cooper said that 
results indicate that this area of the lenticular nucleus contributes to the mechanism under- 
lying the gross movements in various types of cerebral palsy, as well as the tremor and rigidity 
of Parkinsonism. 
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Primary Chickenpox Pneumonia 


SOL KATZ, M.D. 
Associate Editor, GP 


ALTHOUGH CHICKENPOX is usually a simple, mild child- 
hood disease, it may occasionally be associated with 
significant complications. Primary chickenpox pmeu- 
monia refers to a specific pneumonia-due to the vari- 
cella virus, in contrast to complicating secondary 
bacterial pneumonia due most commonly to Hemo- 
philus influenzae and occasionally to beta hemolytic 
streptococci or pneumococci. In general, bacterial 
pneumonia complicating chickenpox occursin children, 
while primary chickenpox pneumonia is much more 
common in adults. In most instances, respiratory 
symptoms indicating primary chickenpox pneumonia 
appear within a few days after the onset of the rash. 
Characteristically, the rash is severe, often confluent 
and hemorrhagic. Oropharyngeal vesicles are frequent- 
ly present. The patient is acutely ill, with fever, 
tachycardia, chest pain, dyspnea, cyanosis and cough 
which may be severe and accompanied by hemoptysis. 
The leukocyte count is normal or slightly elevated, 
and the differential count is normal. 
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Figure 1. Diffuse nodular pulmonary densities in an adult having 
chickenpox. Diagnosis: Primary chickenpox pneumonia. 
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The roentgenographic changes are characterized by 
diffuse nodular densities of variable size with some 
tendency toward confluency especially at the bases. 
The bronchovascular markings are usually very promi- 
nent. The flocculent densities change rapidly, resolv- 
ing in some areas and coalescing in others. Enlarged 
hilar nodes are occasionally noted, but pleural effusion 
is rare. 

In spite of widespread pulmonary involvement, there 
is a paucity of physical findings. There appears to be 
a striking correlation between the severity of the skin 
lesions and the extent of the pneumonia. The lung le- 
sions may clear within a period of a few days or several 
weeks, and the course is unaffected by antibiotic 
therapy. 

Although there are many causes of widespread 
nodular lesions in the lungs, this roentgenographic 
pattern in association with chickenpox should lead to 
the presumptive diagnosis of primary chickenpox 
pneumonia. 


Figure 2. Same patient four days later, showing marked clearing of 
lungs. 
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Serenity Without Somnolence 


THE TREATMENT of mental disorders has been greatly 
advanced by the introduction of two new compounds 
that fill a long-standing need for drugs that can 
tranquilize without stupefying. 

These drugs are reserpine, an alkaloid derived from 
the root of a plant found and used for many years in 
India, and chlorpromazine, which is a synthetic deriva- 
tive of phenothiazine. Despite their dissimilar origins, 
these two drugs have remarkably similar, although not 
completely identical, actions. A number of other drugs 
with similar properties have also been and will be intro- 
duced. 

Two of these, promazine and meprobamate, already 
offer considerable promise. Promazine (which resem- 
bles chlorpromazine except in the absence of a chlorine 
atom) has actions quite similar to those of chlorproma- 
zine. However, it produces slighter peripheral auto- 
nomic effects than chlorpromazine. Meprobamate ap- 
parently has no action on the autonomic nervous sys- 
tem. It does have a relaxing effect on skeletal muscles. 
These two drugs or other successors may improve on 
the results obtainable with chlorpromazine and reser- 
pine. because this has still to be established, this article 
will discuss chlorpromazine and reserpine only, with 
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Reserpine and chlorpromazine seem to act principally 
upon the subcortical areas of the brain. In that respect they have 
a large advantage over sedatives like the barbiturates. 

For example, when mentally ill patients are sedated 

with a barbiturate, they are usually either anxious and excited, 
or sleeping. Reserpine and chlorpromazine induce tranquility 
without somnolence. Still, these drugs are not curative. 

Properly used, they do not eliminate the need for psychotherapy, 
but they often make it possible to bring psychotherapy 

to the patients. 


IAN STEVENSON, M.D. 


Department of Psychiatry and Neurology 
Louisiana State University School of Medicine 
New Orleans, Louisiana 


the understanding that these drugs have introduced 
but certainly have not ended a new phase in the treat- 
ment of mental disorders. 


Mode of Action 


The exact mode of action of these drugs is still un- 
known. The available evidence indicates that the prin- 
cipal sites of action are in the subcortical areas of the 
brain, chiefly in the basal ganglia and hypothalamus. 
Despite ignorance of physiologic details, the observed 
effects of the drugs are clear enough. The principal 
effect is a reduction of tension and commonly asso- 
ciated phenomena such as irritability, restlessness, ex- 
citement or agitation. This is accomplished with little 
or no reduction in consciousness or interference with 
mental activity. Thus, motor activity is reduced and 
feelings improved, but thoughts are altered little in a 
direct way. At any rate, alterations in thought content 
seem to follow the reduction of tension. This effect 
contrasts with that of sedatives such as the barbiturates 
which also reduce motor activity, but at the cost of 
decreased awareness. 

These different actions are reflected in the different 
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changes produced in the electroencephalogram by the 
barbiturates on the one hand, and by the tranquilizing 
drugs on the other. The barbiturates produce markedly 
slow waves in the electroencephalogram similar to 
those of natural sleep. Reserpine and chlorpromazine 
produce only a slight, although definite, slowing of the 
wave frequency. 

When mentally ill patients are sedated with bar- 
biturates, the somnolence induced usually removes 
them from the effective contact with other persons that 
is a necessary condition of their ultimate return to liv- 
ing normally again. A patient sedated with barbiturates 
is therefore usually anxious and excited, or sleeping. 
In either case he cannot think clearly about his dif- 
ficulties, or learn from the people around him. In con- 
trast to this, chlorpromazine and reserpine induce a 
tranquility that, while almost certainly not curative in 
itself, at least permits the patient to establish and 
maintain useful contacts with those who are trying to 
help him. And this is an enormous advance. For the 
special psychologic state of serenity without somnol- 
ence, the word “‘ataraxia,” used by the ancient Greeks, 
has been proposed. Accordingly, chlorpromazine and 


reserpine are our first effective ataractic drugs. 


Indications 


The indications for the use of these drugs arise from 
their pharmacologic action rather than from diagnostic 
distinctions. Chlorpromazine and reserpine are of 
value in states of severe anxiety, tension, excitement, 
agitation or mania occurring in any person at any age. 
Whichever diseases exhibit these phenomena most 
abundantly will be most helped by these drugs. They 
are therefore helpful in nearly all psychotic states and 
in many psychoneuroses, especially those accompanied 
by much anxiety or tension, such as severe anxiety 
states, phobias and obsessional neuroses. However, 
convers:on reactions have also benefited. So have a 
wide variety of psychophysiologic reactions in which 
tension is a prominent feature. In this latter group, 
such conditions as tension headaches, asthma, colonic 
hyperfunction and neurodermatitis have been im- 
proved by these drugs. 

The drugs reduce excitements and agitations whether 
these arise as part of acute or chronic brain syndromes 
or during a “functional” psychosis. Thus they are 
effective, for examples, in schizophrenia, in senile 
psychoses with agitation, and in acute deliria or con- 
fusional states such as delirium tremens- 

The withdrawal of narcotics from those addicted 
can be greatly facilitated by these drugs. In a number 
of other conditions, such as migraine and epilepsy, the 
drugs seem to have some beneficial effect. 
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In general, chlopromazine and reserpine have the 
same indications. However, reserpine has no beneficial 
effect in depressions and may even intensify a depres- 
sion or provoke one. Chlorpromazine can also exacerbate 
depressions but, on the other hand, it can sometimes 
relieve one. However, its effect on depressions is much 
less marked than that on tension states, excitements 
and manias. 

Sometimes a patient will respond to one of the drugs 
after the other has failed to relieve the symptoms. 
Sometimes combinations of both drugs simultaneously 
give better results than either drug alone. 

Other indications for one of the drugs rather than 
the other may arise from consideration of some of the 
side effects and complications to be described below. 


Dosages 


Patients exhibit a wide range of sensitivity to these 
drugs. The doses employed must be carefully individ- 
ualized. For this reason, as well as because of the im- 
portant, but usually harmless side effects and complica- 
tions, the physician must keep in close touch with the 
patient throughout the entire period of administration. 

Since the original studies of these drugs, it has been 
found that favorable results can often be obtained if 
larger doses are used over longer periods of time than 
were at first thought necessary and wise. It is now 
known that a favorable result may come only after two 
or three months of treatment, although in many in- 
stances less time is required. So the physician should 
not abandon the use of the drug because of failure to 
achieve improvement in a few days or weeks. 

When feasible, oral routes of medication are prefer- 
able, since chlorpromazine especially, reserpine much 
less frequently, can produce painful infiltrations at the 
sites of injection. Moreover, if the patient will swallow 
tablets, chlorpromazine taken orally begins to relax 
him in half an hour. Reserpine has a slower action, and 
when taken orally, may not show significant effects for 
24 hours. For this reason, quicker results are obtained 
with reserpine if it is given intramuscularly initially in 
all moderately or severely ill patients. 

When it is necessary to give the drugs intramus- 
cularly, a suitable dose of chlorpromazine is 25 or 50 
mg. every four to six hours. If reserpine is used, 5.0 
mg. is given two or three times daily. The intramuscu- 
lar injection should be given deeply and slowly. In- 
travenous injections produce more undesirable side 
effects without significantly increasing the speed of ac- 
tion. When it is necessary to give the drug intra- 
muscularly at the beginning of treatment, the oral 
route should be used at the same time, if possible. If 
the patient cannot take the medication orally initially, 
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then he should be given the medication orally as soon 
as he improves enough to do so, in order that the intra- 
muscular injections may be discontinued. 

Parenteral injections of these drugs should not be 
given outside hospitals. In the first place, side effects 
are greater with intramuscular than with oral adminis- 
tration. But even more important is the fact that any 
patient who is disturbed enough to require a rapid ac- 
tion of one of these drugs, is disturbed enough to need 
extensive comprehensive treatment of a kind that can 
only be provided in a hospital, either in a mental hos- 
pital or in a psychiatric section of a general hospital. 
If this rule is followed, general practitioners will not 
often use the drugs intramuscularly, although they 
may find abundant opportunities for administering 
them orally. 

When the drug can be given orally, the dosage will 
depend upon the severity of the tension, excitement 
or restlessness that is to be controlled. The initial 
amount of chlorpromazine given orally may vary from 
5 to 50 mg. three or four times daily. For reserpine the 
oral dose may vary from 0.1 mg. to 5.0 mg. two or 
three times daily. Except in emergencies, in which 
cases the intramuscular route will be used, the physi- 
cian should start with a dose toward the lower ends of 
these ranges and gradually increase the dose. Reser- 
pine should be increased by not more than 1.0 mg. 
daily; chlorpromazine may be increased by 25 to 50 
mg. daily. 

Whether the drug is given intramuscularly or 
orally, the dose should be increased until the desired 
effect has been obtained, until important toxic effects 
occur, or until several months have elapsed or other 
reasons have been found for concluding that the drug 
will be ineffective. If, as advised earlier, the physician 
watches the patient closely, the dose of drug can be 
increased each day until the desired effect is obtained. 
The final doses attained in this way may be much 
larger than those used initially. For example, the 
average patient will respond when receiving between 
300 and 400 mg. of chlorpromazine daily, but some 
patients have required doses as high as 3,000 mg. and 
more daily, 

After improvement has been achieved and main- 
tained for a week or ten days, the dose of drug should 
be reduced to a maintenance level. This level should 
be below that which causes unpleasant side effects, 
which frequently occur to some extent with the doses 
required to initiate improvements, and yet it should be 
sufficiently high to prevent relapses. Cautious trials 
rather than fixed rules must guide the physician in the 
sele. tion of the proper maintenance dose, as also 
in lis decision to discontinue the drug altogether 
whe» the patient’s improvement seems stabilized and 
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enduring. Some patients continue to improve and re- 
main well after discontinuing the drug, while others 
seem to require the drug to maintain their improve- 
ments. The reasons for these differences are poorly 
understood. One factor behind them may be the dif- 
ferent life situations of the patients, or differing abili- 
ties of the patients to modify their life situations and 
themselves so that when the drugs are withdrawn, 
some patients no longer experience the stresses that 
precipitated their illnesses. But important physiologic 
differences may also enter into the different needs for 
prolonged administration of the drugs. 


Variations in the Responses of Patients 


In many patients, reserpine and chlorpromazine 
produce beneficial effects within a few hours or days. 
In others, however, prolonged administration over 
several months may be required. After such a time the 
patient may rather suddenly improve. 

The physician should know that when reserpine is 
used, the patient may pass through a turbulent period 
some weeks after therapy has begun. During this 
period the patient may be more disturbed than he was 
prior to taking the drug. However, if the drug is con- 
tinued throughout this period, it is usually succeeded 
by the improvement that is desired. Sometimes, how- 
ever, the patient’s symptoms continue to get worse in- 
stead of better, and then the drug must be dis- 
continued. 

Chlorpromazine may also be associated with a period 
of exacerbation of symptoms, although this effect is 
less common than with reserpine. 

Both reserpine and chlorpromazine may weaken in- 
hibitions so that impulses formerly controlled may be 
expressed during the influence of these drugs. It has 
been observed, for example, that patients who had 
ruminated suicide without taking any steps, actually 
made suicidal attempts when receiving one of these 
drugs. Sexual impulses may become stronger or hard- 
er to control with chlorpromazine. 

Because the symptoms of patients receiving these 
drugs may at any time become worse before they be- 
come better, the physician administering them should 
have the facilities of a hospital at his disposal. As men- 
tioned earlier, the need for intramuscular injections 
indicates the need for a psychiatric ward or hospital. 
A psychiatric facility, however, is not necessarily re- 
quired for patients taking these drugs orally. But the 
physician should have available some hospital to which 
he can admit for a few days, if necessary, any patient 
who becomes markedly disturbed while taking one of 
these drugs. 

Sometimes patients who fail to respond to one 
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course of one of these drugs, may improve with a 
second course. Or a patient may relapse after improv- 
ing and discontinuing either drug and respond again 
to the same drug. Or, as already mentioned, a patient 
may fail to respond to one drug, but improve when 
taking the other drug or a combination of the two. 


Results 


For the reduction of severe tension, excitement and 
excessive motor activity, chlorpromazine and reserpine 
are unexcelled and almost always effective. But more 
than relaxation is required for the cure of mental ill- 
nesses. The tension and excitement that chlorproma- 
zine and reserpine modify have different causes and 
mechanisms. Some patients are exposed to stress in 
their lives that cannot be altered. Other patients are 
unusually sensitive to stress. This sensitivity may 
arise from heightened perception of stress, as in sus- 
picious and paranoid persons who perceive the world 
around them to be more threatening than it is. Or it 
may arise in an abnormal physical sensitivity to stress 
so that the physiologic balance of the organism, in- 
cluding the brain, is readily disturbed by stress, and 
only slowly restored afterward. 

As a result of these and other factors, the final im- 
provements of patients treated with these drugs vary 
widely. Thus, although the drugs’ pharmacologic ac- 
tion is independent of diagnostic and causative cate- 
gories, the final outcome of the illnesses is not. Ac- 
cordingly, the best results are found in those psycho- 
neuroses and acute psychotic states that ordinarily 
have a relatively favorable prognosis. 

Severe chronic schizophrenias, on the other hand, 
are often greatly helped but much more rarely cured. 
Senile psychoses can be improved but hardly removed 
by these drugs. Indeed, the word cure is hardly ap- 
posite at all because insufficient time has elapsed since 
the drugs were introduced to permit evaluation of 
long-term results of their use. Insofar as this limitation 
permits a useful comparison, it seems that in schizo- 
phrenia, chlorpromazine and reserpine can offer as 
much improvement as electroshock. However, some 
schizophrenic patients may be helped more by insulin 
coma therapy than by chlorpromazine and reserpine. 

Beyond the fact that results are as good or better 
with these drugs than with the shock therapies, one 
must remember the much greater safety of the drugs 
and that they are easier to administer and pleasanter 
to receive. How many patients who would otherwise 
remain behind, will eventually be discharged from 
mental hospitals as a result of these and newer drugs, 
cannot yet be estimated. But it is known that the num- 
ber will be great, although falling far short of that re- 
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quired to empty these hospitals. More than that, i: is 
known that many of the patients who must still remain 
in the hospitals have been greatly helped, so that tl:cir 
lives have once again become comfortable and even 
pleasurable and useful. The drugs have been especially 
helpful in calming the agitation of many patients with 
senile and arteriosclerotic psychoses. 

Chlorpromazine and reserpine have much less fa- 
vorable effects on depressions than on schizophrenia 
and excitement. In fact, as mentioned previously, each 
of these drugs may exacerbate depressions in the treat- 
ment of which psychotherapy (for mild depressions) 
and electroshock (for moderate and severe ones) re- 
main the most useful remedies. Chlorpromazine may re- 
duce the marked tension exhibited by some depressed 
patients and may even elevate the mood somewhat. In 
some moderately and severely depressed patients with 
marked tension, chlorpromazine will be worth trying 
before recommending electroshock therapy. 

With respect to over-all effectiveness, chlorproma- 
zine seems to be superior to reserpine. Both drugs have 
greater value in psychotic tension states and excite- 
ments than in the milder psychoneurotic tension states. 
Indeed, in one carefully controlled study, reserpine 
was found to have no greater effect than a placebo on 
the tensions of ambulatory psychoneurotic patients. 
The physician, therefore, must not expect these drugs 
to replace psychotherapy or other proven measures of 
treatment for psychoneurotic patients. 


Side Effects and Complications 


Chlorpromazine and reserpine have a wide margin 
of safety between the therapeutic doses and those 
capable of causing serious undesirable effects. Never- 
theless, the physician administering these drugs must 
recognize and distinguish both the side effects and the 
complications of their use. In fact, the drugs cannot 
induce their desired effect without at the same time 
producing a variable number of side effects. Although 
these, for the most part, are entirely harmless, they 
may be a source of anxiety to the patient, or of need- 
less concern to the physician unless they are recog- 
nized for what they are. Some of these have already 
been mentioned in considering variations in patients’ 
responses to the drugs. 

Among the side effects common to both drugs are 
increase of appetite, somnolence and inertia, increased 
dreaming, miosis, dryness of the mouth, nasal conges- 
tion, Parkinsonism, seizures and confusion. Reserpine 
tends to produce bradycardia; chlorpromazine, tachy- 
cardia. Disturbances of menstruation and of teimpera- 
ture regulation (i.e., mild fever), and unexpected lac- 
tation have been associated with chlorpromazine. 
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Reserpine commonly produces tremors in patients 
taking it, and these may sometimes be severe enough 
to require discontinuing the drug. As mentioned 
earlier, reserpine (and to a much lesser extent chlor- 
promazine), may exacerbate the patient’s symptoms 
for a period before final improvement comes. More- 
over, reserpine can induce severe and even psychotic 
depressions in persons who have not previously been 
depressed or psychotic. Such psychotic depressions 
occur chiefly when the drug is taken in large doses 
over a long period of time, such as several months. 
Whether the drug is stopped when such severe exacer- 
bations occur will depend upon the phase of treatment 
and the severity of the symptoms. As already men- 
tioned, patients sometimes pass through a turbulent 
period during the first few weeks of treatment. If the 
drug is continued, this phase may be succeeded by one 
of improvement. However, when a severe exacerbation 
occurs after several months of treatment, the drug 
should be discontinued. When the patient’s symptoms 
during an exacerbation are definitely worse than those 
of his original illness, the drug should always be 
stopped unless he was previously psychotic. In that 
case some temporary superficial worsening of symptoms 
may be warranted by the hope of eventually modifying 
a severe illness. 

Reserpine has been implicated in a few cases of fluid 
retention, even in some instances to the point of con- 
gestive heart failure. There have been some instances 
of anginal pain in patients taking reserpine. In general, 
the side effects appear more insidiously with reserpine 
and may, on this account, be less noticed and less 
annoying to the patient. 

Hypotension, often accompanied by dizziness and 
faintness, is somewhat more marked and more abrupt 
with chlorpromazine. In a few instances, the hypoten- 
sion induced by chlorpromazine has resulted in a 
shock-like condition with anuria. Since, therefore, the 
hypotension can be quite severe, the patient should be 
kept lying down for one-half hour to an hour after re- 
ceiving chlorpromazine intramuscularly. When such 
symptoms as dizziness and faintness indicate excessive 
hypotension in patients taking the drug orally, the 
dose should be reduced. The blood pressure of all pa- 
tients taking these drugs should be observed rather 
often according to the size of the dose and the response 
of the blood pressure to the first doses. If hypotension 
following chlorpromazine is severe enough to warrant 
avasopressor drug, either ephedrine or norepinephrine 
should be used, since chlorpromazine can antagonize 
the action of epinephrine. 

Chlorpromazine should be used cautiously in pa- 
tients with heart disease or arteriosclerosis in whom a 
marked drop in blood pressure may be harmful. 
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Reserpine produces a more gradual and more sustained 
fall in blood pressure which makes it a more suitable 
drug than chlorpromazine for use in such patients and 
in those with hypertension. 

The somnolence induced by these drugs is usually 
slight in comparison with that induced by the bar- 
biturates. This, as mentioned earlier, is their great 
advantage. The onset of some torpor or somnolence 
may announce the attainment of the therapeutically 
effective dose. When somnolence and inertia are 
prominent in ambulatory patients, they should not be 
permitted to drive automobiles or to work with danger- 
ous machinery. 

Apart from its physical aspects, the torpor may 
come to interfere with the psychologic recovery of a 
patient by reducing his drives to the point of inertia. 
Thus, in losing his anxiety, a patient may also lose his 
ambition. Without this, his recovery may be arrested 
short of full rehabilitation. Sometimes the dose of drug 
may have to be reduced in order to restore some of the 
patient’s former zest. Sometimes excessive torpor or 
somnolence can be combated by amphetamine. 

Although these drugs sedate and may induce 
somnolence, they do not necessarily promote real sleep. 
The patients may be relaxed, but may actually have dif- 
ficulty sleeping or may sleep lightly with increased 
dreams. Some patients taking these drugs may require 
additional hypnotic drugs, such as the barbiturates, to 
induce sleep at night. 

The incidence of Parkinsonism varies with the doses 
administered. In one series of hospitalized psychotic 
patients, 15 per cent of the patients taking either re- 
serpine or chlorpromazine developed Parkinsonism. 
But the incidence is less in ambulatory patients re- 
ceiving smaller doses. The Parkinsonism is always re- 
versible and does not necessarily warrant discontinuing 
the drug. However, it may be distressing to the patient, 
and perhaps more so than his original illness, if the 
latter was not severe. A patient showing Parkinsonism 
with one of the two drugs may not do so with the other 
drug, so the other should be tried if Parkinsonism is 
severe and yet the original illness still requires treat- 
ment. 

Seizures have occurred in patients receiving both 
drugs, but they occur rarely and do not require dis- 
continuing the medication. On the other hand, con- 
fusional states which sometimes occur when large doses 
of the drugs are administered, indicate important over- 
dosage, and the drug should be stopped when this 
effect is first noted. 

As already mentioned, chlorpromazine and, to a 
much lesser extent reserpine, may give rise to painful 
infiltrations when injected intramuscularly. These are 
uncomfortable rather than permanently harmful, but 
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provide another reason for using the oral route of ad- 
ministration as soon as possible. 

Chlorpromazine potentiates the action of many cen- 
tral nervous system depressants such as the opiates 
and barbiturates and probably alcohol also. If large 
doses of barbiturates have been given to a patient who 
is to receive chlorpromazine, the barbiturates should 
be withdrawn, or much reduced in dosage before the 
chlorpromazine is administered. 

It has been found that patients receiving these drugs 
have increased difficulty in resuming breathing after 
an electroshock treatment. This difficulty has even led 
to some deaths after electroshock therapy. Reserpine 
and chlorpromazine should be withdrawn before such 
treatments are given. 

These drugs may also modify the organism’s ex- 
pression of physical illness so that, for example, such 
reactions as fever, leukocytosis and complaints of pain 
may be reduced below what would otherwise be ex- 
pected in a given illness. 

In addition to the foregoing side effects, a number of 
important complications have been associated with the 
administration of chlorpromazine. These effects prob- 
ably result from sensitivity to the drug, since they oc- 
cur as often with small as with large doses. The most 
important of these complications are dermatitis, photo- 
sensitization, jaundice and agranulocytosis. 

Patients receiving chlorpromazine should avoid ex- 
tensive exposure to sunlight. The dermatitis resembles 
urticaria. It clears up when the drug is withdrawn. 
Some cases of dermatitis have occurred in persons such 
as nurses who have handled the drug without taking it 
internally. 

Leukopenia and agranulocytosis are rare, but suffi- 
ciently serious to warrant careful observation of patients 
taking chlorpromazine, including occasional white 
blood counts, and the patients should be warned to 
report at once such symptoms as sore throat or signs 
of infection. A few deaths have occurred from agranu- 
locytosis. 

The frequency of the occurrence of jaundice in pa- 
tients taking chlorpromazine varies in different series 
between 0.1 per cent and 3.0 per cent. The jaundice 
usually occurs in the second, third or fourth week of 
treatment, rarely after the fifth week. The jaundice may 
be preceded by chills, fever and malaise, and this com- 
plication may be mistaken at first glance for infectious 
hepatitis, or perhaps, for an obstruction of the bile 
ducts by a stone. 

The jaundice seems to be produced by an intra- 
hepatic biliary obstruction, although how this is brought 
about is still unclear. Chlorpromazine has not been 
found to have any toxic effect on the cells of the liver. 
The incidence of jaundice in patients taking chlor- 
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promazine seems no greater in those who have had lis er 
disease than in those who have not. The evidence, 
therefore, warrants considering the jaundice an cx- 
pression of sensitivity to the drug rather than an ex- 
pected side effect. 

The significance of the jaundice lies in its unpleas- 
antness rather than in its dangers for the patient, and 
in the importance of distinguishing jaundice associated 
with chlorpromazine from an obstructive jaundice re- 
quiring surgical intervention. When jaundice does 
appear, chlorpromazine should be withdrawn. 

The foregoing sensitivity reactions have not been 
found with reserpine, which may therefore be used in 
patients who exhibit these unfavorable reactions to 
chlorpromazine. One case of angioneurotic edema as- 
sociated with reserpine has been reported. 


The Place of Tranquilizing Drugs in the 
Comprehensive Treatment of Psychiatric Patients 


The earlier sections of this article mentioned two im- 
portant reasons for the physician to maintain close 
contact with any patient receiving chlorpromazine or 
reserpine. First, the wide range of therapeutic dosages 
requires careful individualization of dosage so that the 
patient will be treated adequately. Too small a dose 
will be worthless, too large a dose may induce a stulti- 
fying inertia that limits the patient’s further advance. 
Secondly, the rather large number of troublesome, if 
not serious side effects and complications requires fre- 
quent observations of the patient in order that these 
may be prevented, modified or treated. Moreover, as 
already mentioned, the physician using these drugs 
should always have access to a hospital to which the 
patient can be admitted should his symptoms become 
worse. When extremely disturbed patients are to be 
treated, a psychiatric facility will always be required. 

To these important reasons for close supervision of 
any patient taking these drugs, must be added a third 
that can be derived from what has been said already 
about the mode of action of these drugs. Under that 
heading was emphasized the fact that these drugs pro- 
duce an allaying of tension and anxiety, but do not 
combat the factors that underlie these symptoms. In 
this respect then, they are not curative. Cures can only 
be associated with the administration of these drugs 
when advantage is taken of the patient’s improved state 
to modify the causative factors of his illness. For ex- 
ample, the patient’s life situation may be altered so 
that it brings him more satisfactions and fewer stresses. 
Or the patient may be helped to modify his perception 
of stresses and his sensitivity to them. This will be 
accomplished through improved relations with other 
people of which psychotherapy may be the beginning. 
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Few patients can bring about the necessary changes 
in their environments or in themselves unaided. Nearly 
all require the support and guidance of the physician 
to help them. Into these tasks the physician must enter 
with as much interest and enthusiasm as he brings to 
the details of the administration of the drugs. Without 
this participation he might as well have omitted the 
drugs. 

The family physician can certainly treat many psy- 


chiatric patients successfully with these drugs. But he 
can only do so in a context of comprehensive treatment. 
To do otherwise is approximately the same as admin- 
istering morphine to relieve the pain of a bone fracture 
without intending to set the fracture while the pain is 
dulled. Chlorpromazine and reserpine must therefore 
be used not to keep patients from the psychiatrist, but 
to bring the best psychiatry to the patients of the gen- 
eral practitioner. 


HERE’S A HELPFUL HINT... 


Need for Syphilis Prophylaxis 
in the Treatment of Acute Gonorrhea 


Ir 1s the purpose of this report to call attention to the need 
for considering syphilis prophylaxis in the management of 
acute gonorrhea. Attention has been brought to this prob- 
lem by recently observing seven patients with the secon- 
dary stage of syphilis who had been successfully treated for 
acute gonorrhea with amounts of penicillin inadequate to 
prevent the subsequent luetic infection. 

The very effectiveness of relatively small amounts of anti- 
biotic in the treatment of acute gonorrhea may readily lead 
to the problem of masking a concomitant syphilitic infec- 
tion possibly contracted at the same time. The common 
practice of giving 300,000 to 500,000 units of penicillin for 
acute gonorrhea makes it impossible to diagnose immedi- 
ately coexisting syphilitic infection. There is a minimum of 
three to four weeks variance between the development of 
the signs and symptoms of acute gonorrhea and early 
syphilis, which can be prolonged to eight or ten weeks or 
even longer if masked by the comparatively small doses of 
penicillin used for the treatment of acute gonorrhea. 

A number of authorities have concluded that a minimum 
of 1,200,000 units of a long-acting penicillin, such as 
procaine penicillin in oil with 2 per cent aluminum monos- 
tearate (PAM) or benzathine pencillin G, will cure most 
cases of seronegative early syphilis and will obviously be 
as effective in treating acute gonorrhea as smaller doses of 
penicillin, The availability and ease with which larger doses 
of penicillin can be given with one injection, as well as the 
relatively low cost of this antibiotic, make such a procedure 
both feasible and efficient. The number of reactions to 


penicillin will not be materially changed by the increased 
dosage. 
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ILLUSTRATIVE CASES 


The seven patients previously referred to were seen in a 
routine dermatologic practice. The patients presented 
either the macular, papular or macular-papular stage of 
secondary syphilis. The history and findings in each case 
were quite similar as typified by the following two cases. 

Case 1. A white man, 24 years of age, gave a history of 
exposure ten weeks prior to examination. He had developed 
a urethral discharge about three to four days following the 
exposure. A physician made the diagnosis of acute gono- 
rrhea and then treated him with an intramuscular injection 
of 300,000 units of penicillin. There was no history of any 
further exposure. The patient had a macular skin rash cover- 
ing face, trunk, arms, legs, soles and palms, and there was 
generalized lymphadenopathy. The serologic test for syph- 
ilis was positive. 

Case 2. A white man, 36 years old, came in for examina- 
tion of a rash. He gave a history of exposure 12 weeks before 
the examination and had received treatment for acute gon- 
orrhea one week after the exposure by a physician who gave 
him an injection of 300,000 units of penicillin. He denied 
further exposure. There was a generalized, maculopapular 
rash with generalized lymphadenopathy. Serology was posi- 
tive. 


COMMENT 


Accurate statistics on the number of cases of concomitant 
infections of acute gonorrhea and early syphilis are difficult 
to obtain. Figures vary greatly with racial, geographic, oc- 
cupational and social groups. In all probability, the per- 
centage runs somewhere between | and 5 per cent. 

So often in dealing with patients who have contracted a 
venereal disease such as acute gonorrhea, after the initial 
treatment, there is lack of further contact between patient 
and physician. Thus, we can in many cases prevent the 
possibility of missing the more severe syphilitic infection by 
giving 1,200,000 units of long-acting penicillin. 

—A. J. Retcues, m.v., St. Louis 
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Early Postoperative 
Discharge and Home Care 


SAMUEL D. KRON, M.D. 
AND VICTOR SATINSKY, M.D. 
Philadelphia, Pennsylvania and Los Angeles, California 


CusToM HAS DICTATED that despite an uncomplicated 
postoperative course, a surgical patient is kept in the 
hospital until all sutures are removed. This usually 
means a five- to ten-day stay, even following relatively 
simple procedures like appendectomy, herniorrhaphy 
or cholecystectomy. Such practice has seemed eco- 
nomically wasteful for hospital, patient and physician, 
and it carries definite social-psychologic disadvan- 
tages. 

With the facilities and skills made available by mod- 
ern medicine, it is time to extend the frontiers of home 
care programs. 

Four categories of health conditions lending them- 
selves to home care have been listed by Goldman. 
These are: minor acute illness, prolonged illness, con- 
valescence from acute illness after discharge from hos- 
pital, and minor intercurrent illness during pregnancy 
and in the postnatal period. To these four groups, we 
add a fifth: the uncomplicated postoperative surgical 
patient. 

One or two days after a simple surgical procedure, 
the patient is usually walking, eating and requires no 
special care. 

In essence the patient is using the hospital merely as 
a convalescent home or hotel. Therefore, home care is 
indicated in the majority of cases, if the following criteria 
are met: 

1. The patient is in good general health. 

2. The operation was uncomplicated. 

3. The patient is comfortable, ambulatory, eating, 
and passing flatus. 

4, There are no local or systemic evidences of in- 
fection. 

5. There is someone at home to watch and care for 
the patient. 

6. A family physician is available to check the pa- 
tient, change dressings, remove sutures, and admin- 
ister sedatives or antibiotics if necessary. 

The advantages of early discharge are shared by the 
patient, his employer, the hospital and the family 
physician. 
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For THE PATIENT 


1. The psychologic effects of going home so svon 
minimize the seriousness of the operation and short- 
ens the convalescence. 

2. The earlier the patient leaves the environment of 
“sick people” and returns to his family, his own bed, 
and the cooking to which he is accustomed, the faster 
and more pleasant his recovery. 

3. Unless the patient has “full coverage,” care at 
home is less expensive than at the hospital. 


For THE EMPLOYER 


1. Rapid recovery, both physical and mental, means 
earlier return to work. 

2. If the case is compensable, there is definite ma- 
terial saving. 


For THE Hosprrat 


1. Early postoperative discharge means a more rapid 
turnover of patients. This results in a reduction in the 
waiting lists now carried by most hospitals and (a) 
helps establish better staff and community relation- 
ships, (b) permits admission of a larger number of 
“fresh” cases for teaching purposes. 

2. The increase in the number of surgical patients 
for the same number of beds results in a more active 
use of operating room, laboratory and x-ray facilities, 
places where the hospital usually makes a profit. 
Thereby the financial burden of the administration is 
lessened. 


For THE Famity PuysIcIAN 


From the physician’s point of view, early home care 
establishes better physician-patient relationship. Un- 
fortunately, in most surgical cases, the family doctor 
is given little credit for his role in the proceedings. His 
importance in establishing a diagnosis and in post- 
operative management is usually lost in the apparent 
glory of the surgery. With greater reliance placed 
upon the family doctor in the home care plan, he be- 
comes a more evident and integral part of the medical 
team. 


METHODS 


The concept of early postoperative discharge seems 
as radical today as early ambulation did when it was 
first advocated. Thus, a diplomatic approach to the 
patient is recommended, or he will be inclined to feel 
that he is being “‘railroaded” out of the hospital. The 
method that has evolved from our experience is as 
follows: 

As part of preoperative orientation, the patient 1s 
informed that he will be discharged as soon as he wish- 
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es after the operation. The effect of this statement is no 
less than shocking. The usual reaction is that the sur- 
geon is either joking or trying to offer additional re- 
assurance. But when the patient is impressed with 
both the seriousness of the proposal and the active par- 
ticipation expected of him, it is amazing with what 
energetic cooperation he meets the unpleasantness of 
the postoperative period. 

When the patient is actually ready for discharge (by 
the criteria mentioned earlier), the family physician 
is consulted regarding conditions at home and his 
willingness to assume responsibility for the continued 
postoperative care. If the situation is satisfactory, the 
patient is then advised that he may stay in the hospital 
if he so desires, or accept discharge under the care of 
his own doctor. It is made clear that the latter will be 
given complete instructions regarding any special at- 
tention, and that the surgeon will be available at all 
times, both for phone and bedside consultation. In 
practically all cases, the patient chooses to go home. 
Exceptions include the small minority of patients who 
look forward to using the hospital as a hotel accommo- 
dation. These people do not hesitate to make it clear 
that they expect to get the most out of their Blue Cross, 
and the surgeon then meets a rigid obstacle when at- 
tempting to encourage the home care plan. 

Some general practitioners are at first reluctant to 
assume the responsibility of postoperative home care. 
But when they realize that their participation involves 
only changing of dressings, removal of sutures and ad- 
ministration of sedatives and/or antibiotics, and that 
the surgeon is available for advice, generally they are 
willing to try. In time they become enthusiastic. 

It is understood that if complications arise, the pa- 
tient can be rehospitalized. In our experience, this has 
occurred only once in hundreds of cases. In this in- 
stance, a boy was discharged two days after appen- 
dectomy and was readmitted five days later because of 
a possible pelvic abscess. This was cleared up in one 
week with antibiotics alone. 

The complications that might require emergency 
treatment in these selected cases are rare, if the cri- 
teria for early discharge are observed. Pulmonary em- 
bolus characteristically occurs about ten days after 
operation and so is just as likely to happen at home 
even after the usual periods of hospitalization. The 
commonest complication, namely, superficial wound 
infection, can certainly be handled as adequately at 
home as in the hospital. To be sure, we have had our 
share of postoperative complications. If they occurred 
in the immediate postoperative period, the patient 
simply was not discharged early. 

The policy of early discharge is especially applicable 
to ci:idren, The day following appendectomy or her- 
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niorrhaphy they are usually found running around the 
pediatrics ward, and little can or should be done to 
restrain them. Practically no special care is required 
in the typical case; and characteristically, children are 
deeply affected by their separation from parents, fam- 
ily and comforting home environment. Moreover, in 
most general hospitals, medical and surgical pediatric 
cases are in the same ward. The less exposure post- 
operative patients have to possible contagious illnesses, 
the better. For these reasons, children are usually dis- 
charged the morning following herniorrhaphy, and 
the second day after appendectomy. 

What constitutes “early discharge”? Obviously, the 
length of postoperative hospitalization must be judged 
individually and will depend on many and varied fac- 
tors. As a general rule, following appendectomy, her- 
niorrhaphy or thyroidectomy the patient is discharged 
on the third day and following cholecystectomy, on the 
fourth day following surgery. The important point is 
that in every case a definite attempt is made to get the 
patient home as soon as possible. 

Although a day or two saving in one case may not 
seem like much, if this is multiplied, say, 50 or 100 
times (depending on the size of the surgical service), 
a significant number of “patient days” become avail- 
able for new patients. For example, if a surgeon were 
to discharge four appendectomies on the fourth day 
instead of the fifth, one additional bed would become 
available for a patient for a four-day stay. These “‘addi- 
tional beds” could add up to a sizable number, and 
this is certainly a more economical method for obtain- 
ing them than the present cost of hospital expansion. 

The home care program is also applicable to post- 
operative patients requiring prolonged care, such as 
daily redressings or colostomy irrigations. Where no 
one in the family can be trained to give these treat- 
ments, we have found the employment of a “visiting 
nurse” most helpful in getting these patients out of 
the hospital. Arrangements can be made for a nurse to 
visit the home as often as required. 

It is quite apparent that the discussion thus far has 
revolved around the patient who is able and willing to 
pay for home care services. Any plan, if it is a sound 
one, should be applicable to ward patients as well as to 
private patients, particularly from the point of view of 
the hospital. In this regard, although we have not had 
the opportunity to test it, we believe that the same ex- 
cellent care can be afforded by utilizing one of the 
home care plans already functioning. In the absence 
of such machinery, an excellent opportunity is avail- 
able here for a valuable adjunct to residency training. 
It should be the resident’s responsibility to attend the 
ward surgical cases designated for home care either in 
clinic or, if need be, at the patient’s home. 
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Each year, members of a different 
well-known medical faculty prepare articles 
for this regular GP department. 

This is the ninth of twelve 

from Baylor University. 


The Treatment of Hypertensive Emergencies 


JOHN H. MOYER, M.D. 


Professor of Pharmacology and Medicine 
Baylor University College of Medicine 
Houston, Texas 


HYPERTENSIVE EMERGENCIES require therapeutic agents 
that will reduce the blood pressure rapidly. The agents 
available for this purpose vary considerably in effective- 
ness, depending upon the etiology of the blood pres- 
sure elevation. For example, hydralazine is very de- 
pendable in the therapy of toxemia of pregnancy and 
acute glomerulonephritis. However, it is of little value 
in the treatment of so-called ‘malignant essential hy- 
pertension.” Ganglionic-blocking agents are useful for 
the treatment of an ambulatory patient with essential 
hypertension, but because they are primarily effective 
in the standing position, they are much less valuable 
for the therapy of the bedfast patient with a severe 
hypertensive crisis. Veratrum extracts, when ad- 
ministered parenterally, are effective in all types of 
hypertension (except pheochromocytoma), but due to 
the severity of the side effects, these compounds should 
be used only after the less potent agents have been 
tried. Thus, if these drugs are to be used to best ad- 
vantage in the treatment of hypertensive emergencies 
of various etiologies, the therapist must be acquainted 
with the clinical pharmacology of the different agents. 
Marked and sudden elevation in blood pressure 
itself, regardless of cause, may become a direct threat 
to the patient’s life even though the elevation in blood 
pressure may be only a part of the clinical syndrome. 
Under these circumstances, control of the blood pres- 
sure way be the primary therapeutic problem and, in 
fact, can become a lifesaving procedure. Some of the 
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more important complications associated with essen- 
tial hypertension in which a sudden elevation in blood 
pressure per se is of primary consideration are hyper- 
tensive encephalopathy, malignant hypertensive crisis, 
fulminating heart failure secondary to severe hyper- 
tension, and cerebral hemorrhage or coronary insufli- 
ciency (myocardial ischemia) secondary to a sudden 
and severe rise in blood pressure. 

It is the purpose of this report to present a general 
approach to the treatment of hypertensive emergencies 
and to discuss some pertinent clinical pharmacody- 
namic problems. The treatment of acute nephritis and 
toxemia of pregnancy were discussed previously in this 
series of articles (July and August, 1956) and will not 
be considered at this time. However, some considera- 
tion will be given to hypertension secondary to renal 
disease (other than nephritis), pheochromocytoma and 
acute, severe hypertension associated with steroid ad- 
ministration. 


Pharmacodynamics of Hypertensive Emergencies 


Although the exact physiology underlying the ma- 
jority of cases of hypertensive emergencies associated 
with essential hypertensive vascular disease is not 
known, the importance of the autonomic nervous 
system in its maintenance seems well founded. It has 
been established that drugs that produce partial 
blockade at various points along the sympathetic path- 
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Figure 1. Pharmacology of hypertension and antihypertensive agents 
used in the treatment of hypertensive emergencies. Rauwolfia, hydral- 
azine and Veratrum act centrally to depress vasoconstrictor impulses 
traveling from the brain to the blood vessels. The effect of hydralazine 
and Rauwolfia is a direct central effect, whereas Veratrum acts di- 
rectly as well as reflexly by stimulating afferent impulses originating 
in the heart and great vessels which are transmitted to the brain as 
vasodepressor reflexes. These drugs (centrally acting) are effective in 
the supine position, and the degree of blood pressure reduction in the 
supine position is about equivalent to the reduction in blood pressure 
observed in the upright position. If the response to reserpine is not 
adequate, it is frequently desirable to use a ganglionic-blocking agent 
or an adrenergic-blocking agent in addition. Following administra- 
tion of these peripherally acting drugs, the reduction in blood pressure 
is primarily in the orthostatic position, and it may become necessary to 
elevate the head of the bed to bring out the maximum response. 


ways from the higher centers to the neuro-effector 
site will, among other effects, reduce the blood pres- 
sure in these instances (Figure 1). It has been observed 
also that certain of these compounds are capable of 
reducing the arterial blood pressure regardless of the 
degree of its elevation and without regard to the 
underlying cause of the hypertension. Although cur- 
rently available antihypertensive agents are superior 
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to the original compounds, an ideal drug has not yet 
been developed which is specific and does not have 
potentially serious side effects. This makes it manda- 
tory that the pharmacodynamics of the more potent 
agents be understood if serious side reactions are 
to be avoided. 

As in the treatment of the ambulatory patient with 
hypertension, the blood pressure can be reduced by 
suppression of vasoconstrictor impulses along their 
transmission pathway either at the ganglia or at the 
sympathetic nerve ending (Figure 1). The drugs used 
for the treatment of hypertensive emergencies may be 
classified on the basis of these sites of action within the 
sympathetic nervous system. 

The most effective centrally acting agents are ex- 
tracts of Rauwolfia serpentina (reserpine and rescin- 
namine), Veratrum preparations (cryptenamine, pro- 
toveratrine, alkavervir) and hydralazine (Apresoline) 
which suppress vasoconstrictor impulses at their sites 
of origin at or above the vasoregulatory centers. 

Ganglionic-blocking agents, i.e., hexamethonium 
(Methium), pentolinium (Ansolysen) chlorisondamine 
(Ecolid) , mecamylamine (Inversine) and trimethaphan 
camphorsulfonate (Arfonad), act not only at sympa- 
thetic ganglia to block vasoconstrictor impulses but 
also at the parasympathetic ganglia to produce a varie- 
ty of undesirable effects. 

The third major group of autonomic blocking agents 
are those that produce adrenergic blockade, such as 
phenoxybenzamine (Dibenzyline), at the neuro- 
effector site. 

Although each of these groups of agents is effective 
in reducing the blood pressure, each can produce a 
variety of untoward effects in addition to the desired 
reduction in blood pressure. Side effects so produced 
are usually predictable if the mechanism of drug action 
is understood. 

Most of the symptoms and altered bodily functions 
resulting from severe hypertension may be attributed 
to damage of three important vascular beds, i.e., the 
brain, the heart and the kidneys. In treating hyper- 
tension, one presupposes that by reducing the blood 
pressure, damage to these three key vascular beds may 
be reduced or reversed. 


BRAIN 


Cerebral function is improved by lowering the blood 
pressure in hypertensive patients, particularly if hyper- 
tensive encephalopathy exists (Figure 9). When the 
blood pressure is reduced, the cerebral vessels dilate, 
and cerebral blood flow and metabolism are main- 
tained. If the blood pressure is reduced excessively, 
however, cerebral blood flow may decrease sharply 


(Figures 2a, 2b and 2c). This is more frequent!s ob- 
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HYPOTENSIVE AND CEREBRAL HEMODYNAMIC EFFECT OF I.V. VERILOID 


Veriloid = 96 
Veriloid =3.4 


Pulse Rate Cerebral 


Blood Flow 


+Stotistically significant p<0.01 
++ Statistically significant p= 0.03 
+++ Statistically significant p=0.04 


Figure 2a. Cerebral hemodynamic response to blood pressure reduc- 
tion with parenterally administered alkavervir (Veriloid) in pa- 
tients with malignant hypertension. As the blood pressure decreased, 
cerebral blood flow was maintained or depressed only slightly. 
Cerebral oxygen uptake was not altered. Cerebral vascular resist- 


served in the upright position when agents that block 
impulses at or beyond the ganglia are used, since 
reflexes responsible for adjusting peripheral vascular 
resistance to compensate for position change may be 
inhibited, with resultant excessive hypotension in the 
upright position. When this occurs, dizziness may be 
prominent. In treating severe hypertension with 
peripherally acting agents, when the supine blood 
pressure has been reduced to absolute normotensive 
levels, the patients should remain in bed; otherwise 
syncope may result when the patient stands up. 


Heart 


In regard to the myocardial blood supply, the im- 
provement of intractable angina pectoris suggests that 
the ratio of coronary blood flow to metabolic demand 
is improved when the blood pressure is reduced with 
Rauwollia, Veratrum or ganglionic-blocking agents. 
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ance decreased, a result of the dilatation of the blood vessels in the 
brain. This response decreases hydrostatic pressure and thus cerebral 
edema and encephalopathy are improved. 


(Courtesy Am. J. MED., 14: 175, 1953-) 


Generally, cardiac failure is improved following reduc- 
tion of blood pressure, and catheter studies by British 
investigators have shown a significant reduction of 
pressure in the pulmonary artery and right ventricle 
following acute blood pressure reduction with gang- 
lionic blockade (Figure 3). The initial response after 
administration of the ganglionic-blocking agent, if 
heart failure is not present, is an acute reduction in 
blood pressure (Figure 3) with a reduction in cardiac 
work load and little effect on cardiac output. However, 
due to release of venous tone, venous pressure also 
decreases, followed by a reduction in venous return 
and subsequently in cardiac output. When heart failure 
exists, Freis has observed an increase in cardiac output 
following the administration of ganglionic-blocking 
agents associated with the reduction in venous pressure. 

Hydralazine (Apresoline), by increasing the heart 
rate and cardiac output (Figure 4), may produce pal- 
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pitation, angina and even myocardial infarction when 
it is used alone in the presence of coronary artery dis- 
ease. This agent should be given parenterally to young 
individuals only, such as patients with toxemia of 
pregnancy and acute glomerulonephritis. The tachy- 
cardia resulting from the parenteral administration of 
hydralazine is minimized if parenteral reserpine or a 
ganglionic-blocking agent is administered first. 


KIDNEYS 


As a generalization, glomerular filtration rate and 
renal blood flow are reduced slightly when the blood 
pressure is reduced acutely. One exception to this rule 
is hydralazine (Apresoline) which temporarily in- 
creases renal blood flow (Figure 5) but does not alter 
or may reduce glomerular filtration rate. Functional 
capacity of the kidney is not improved. At the same 
time it is usually not depressed to a significant degree. 


Following acute reduction in blood pressure with 
ganglionic-blocking agents, renal function is depressed 
(Figures 6a and 6b) more than it is following adminis- 
tration of the centrally acting agents. When intrayen- 
ous infusions of ganglionic-blocking agents are con- 
tinued, glomerular filtration rate and renal blood flow 
remain depressed (Figure 6a) throughout the period 
of infusion when the blood pressure is reduced to low 
normotensive levels. However, after intermittent paren- 
teral administration (either intravenously or intra- 
muscularly), there is a similar initial depression in 
renal function (Figure 6b) following which renal blood 
flow tends to return to control levels despite a persist- 
ent depression in glomerular filtration rate. There is 
essentially no difference in the response to pentolinium 
or hexamethonium (Figure 6a). 

In patients with severe hypertension and associated 
renal disease, the reduction of the blood pressure must 
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SUPINE AND UPRIGHT CEREBRAL HEMODYNAMIC RESPONSE 
TO BLOOD PRESSURE REDUCTION WITH HEXAMETHONIUM 
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Figure 2b. Effect of administration of a ganglionic-blocking agent 
(hexamethonium) on cerebral hemodynamics. As the blood pressure 
was reduced in the supine position, there was little effect on cerebral 
blood flow or cerebral oxygen uptake. When the patient was ambula- 
tory, cerebral blood flow was depressed only slightly. However, fol- 
lowing passive head-up tilt, there was a marked reduction in mean 
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Cerebral Oxygen Uptake Cerebrovascular Resistance Mean Blood Pressure 


blood pressure due to peripheral pooling of blood. This was assoct- 
ated with a rather sharp reduction in cerebral blood flow and cere- 
bral oxygen uptake. In order to prevent this response, patients should 
not stand passively for long periods of time while they are taking 4 
ganglionic-blocking agent. > 
(Courtesy JAMA, 152: 1121, 1953.) 
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TYPICAL CEREBRAL HEMODYNAMIC RESPONSE TO BLOOD PRESSURE REDUCTION 
BY A GANGLIONIC-BLOCKING AGENT (HEXAMETHONIUM) 


Hexamethonium Infusion 


Mean Blood Pressure mm. Hg 


Cerebral Blood Flow ml./min. 


Figure 2c. Effect on cerebral hemodynamics of excessive reduction in 
blood pressure to hypotensive levels. When the blood pressure was re- 


be approached cautiously. Following prolonged inter- 
mittent parenteral or oral administration of these 
agents, the glomerular filtration rate gradually returns 
to the previous control values despite a maintained 
reduction in blood pressure (Figure 7) if this is not 
excessive. Patients with renal damage respond quali- 
tatively similarly to patients with normal kidneys, but 
the readjustment is slower and incomplete. If read- 
Justmeut is incomplete and if renal function is marked- 
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duced to hypotensive levels, cerebral blood flow and cerebral oxygen 
uptake decreased moderately. (Courtesy CiRCULATION, 10:265, 1954.) 


ly impaired, even small reductions in glomerular filtra- 
tion may be serious enough to produce renal decom- 
pensation. Incomplete renal hemodynamic readjust- 
ment is more likely to occur if blood pressure is sud- 
denly reduced to absolute normotensive or hypotensive 
levels. This means that, in patients with severe renal 
disease, extreme care must be taken in reducing the 
blood pressure. If the BUN is 30 to 50 mg., it is usually 
safe to acutely reduce the systolic pressure to 160 to 
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CARCIOVASCULAR RESPONSE TO HEXAMETHONIUM EXPRESSED 


1N PER CENT OF CONTROL VALUES 


Control 
100 Mean Blood Pressure (Control= 125 mm. Hg) x— — —x 
Pulse Rate (Control= 192) Shitadiiinineg, 
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80 
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Figure 3. The effect of hexamethonium on cardiac output. The initial 
effect of acute reduction in blood pressure with ganglionic blockade 
is a marked peripheral arteriolar vasodilatation and a slight in- 
crease in cardiac output. However, this is soon followed by a reduc- 


tion in cardiac output due apparently to peripheral pooling of blood. 


180 mm. If it is 50 to 80 mg., it is better not to reduce 
the systolic pressure much below 190 to 200 mm. If 
the BUN is above 80 to 100 mg., blood pressure reduc- 
tion can be maintained rarely without aggravating the 
renal failure. If encephalopathy is severe in these pa- 
tients and if temporary reduction in blood pressure is 
mandatory, it is possible to lower the blood pressure 
intermittently but it is necessary to allow it to increase 
at regular intervals for the kidneys to function. 


Clinical Use of Drugs 


Rauwo ria Drucs 


Reserpine (Serpasil; Serpiloid) and rescinnamine 
(Rescamine)—single akaloids from Rauwolfia—when 
given in adequate doses parenterally, are probably the 
most useful antihypertensive agents available for the 
general treatment of hypertensive emergencies exclu- 
sive of the hypertension associated with pheochromo- 
cytoma. When given by the parenteral route, both 
agents are quite potent, in contrast to the response to 
the same drugs after oral administration (Figure 8). 
However, there is a latent period of one to two hours 
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Mean blood pressure and cardiac output both remain reduced until 
the blood pressure returns to normal. The peripheral pooling is 
probably due to blockade of sympathetic vasoconstrictor fibers going 
to the veins. 

(Courtesy J. PHARMACOL. & Exper. THERAP., 106: 157, 1952.) 


before the blood pressure decreases, following either 
intravenous or intramuscular administration. There- 
fore, if immediate reduction in blood pressure is re- 
quired, a more rapidly acting drug is indicated. Under 
these circumstances, in patients with essential hyper- 
tension, a ganglionic-blocking agent or a Veratrum 
extract should be used initially and the reserpine or 
rescinnamine administered at the same time for main- 
taining the reduction in blood pressure. Following the 
initial reduction in blood pressure, these patients can 
usually be carried along with reserpine or rescinnamine 
alone. Ganglionic-blocking agents or Veratrum extracts 
are also indicated in patients who do not obtain an 
adequate reduction in blood pressure with parenteral 
reserpine. In patients with hypertension associated 
with acute glomerulonephritis and toxemia of preg- 
nancy, hydralazine or Veratrum in combination with 
reserpine is the therapy of choice. 

We have studied reserpine administered parenter- 
ally to patients with hypertensive emergencies asso- 
ciated with severe essential hypertension, as well as in 
patients with severe hypertension of renal origin due 
to renal artery occlusion, cystic disease of the kidney 
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and chronic pyelonephritis. The results achieved in 
these patients indicate that reserpine, when adminis- 
tered parenterally, is a relatively potent antihyper- 
tensive agent and there are few hypertensive patients 
j who do not obtain a significant reduction in blood 
pressure (Figure 9). The antihypertensive effect is 
mainfested in the recumbent position as well as in 
the upright position, an attribute of considerable im- 
portance in the acutely ill and bedfast patient. The 
slow decrease in blood pressure which occurs and the 
relative rarity of excessive reduction allows effective 
and safe therapy without particularly close supervision 
by medical and nursing personnel. 
Reserpine given by the parenteral route would seem 
to be the most useful on a short term basis, after which 
the therapy can be converted to effective medication 


given by the oral route. This conversion is relatively 
easy since the blood pressure control that has been 
established with parenteral reserpine is slowly lost 
after the reserpine is discontinued (Figure 10) which 
permits time for titration of the dose of the oral drugs 
without a loss in blood pressure control. The blood 
pressure record of a case exemplifying the acute re- 
sponse to parenteral reserpine followed by transition to 
oral therapy is presented in Figure 10. 


GANGLIONIC-BLOCKING AGENTS 


When reserpine, administered parenterally, is inef- 
fective, in patients other than acute nephritis and tox- 
emia of pregnancy, then a ganglionic-blocking agent 
such as hexamethonium, pentolinium (Ansolysen) or 
mecamylamine (Inversine) should be tried either alone 


CARDIAC OUTPUT AND BLOOD PRESSURE RESPONSE IN PATIENT WITH HYPERTENSION 
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Figure 4. 'Vhen large initial doses of hydralazine are administered 
to patien’: with hypertension, there is a sharp increase in cardiac 
output di: to a sympathomimetic cffect on the heart. In patients with 
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coronary artery disease, this may lead to coronary insufficiency as a 
result of tachycardia and increased myocardial requirement of me- 
tabolites and oxygen. (Courtesy Ancu. Int. MED., 91: 419, 1953-) 
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or in combination with reserpine. When given intra- 
muscularly, they are safe and usually effective thera- 
peutic agents, and the danger of excessive reduction 
in blood pressure is not so great as with Veratrum 
administered parenterally. 

The frequency of administering intramuscular gan- 
glionic-blocking agents will depend on the length of 
time that the blood pressure remains reduced following 
each dose. As soon as the hypertensive emergency is . 
under control, the patient should be started on oral 
therapy. 

As in ambulatory patients, care must be exercised 
in reducing the blood pressure in patients with renal 
failure lest the renal function be further impaired. The 
best estimate of renal functional capacity is gained by 
repeated determinations of the blood urea nitrogen. If 


ACUTE AND CHRONIC RENAL HEMODYNAMIC 


the blood pressure is reduced excessively, glomerular 
filtration rate may become markedly reduced. Should 
this occur, it can be corrected by the administration of 
a vasopressor agent such as norepinephrine (Figure / 1) 
or any other readily available vasopressor agent that 
can be given intravenously or intramuscularly. 

The blood pressure response to ganglionic-blocking 
drugs is most marked in the standing position, which 
is one of their greatest shortcomings. Thus, these 
agents are of limited value in the bedfast patient who 
is supine. In patients with severe disease, an adequate 
reduction in blood pressure is frequently impossible, 
necessitating the use of Veratrum extracts (Figure 13). 
It is not good to give excessive doses of ganglionic- 
blocking agents (see section on administration) with 
the idea of “forcing the blood pressure down” since 
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Figure 5. Hydralazine administration increased renal blood flow at 
least temporarily. However, there was not a concomitant increase in 
glomerular filtration rate. Therefore any beneficial effect on excre- 
tory function due to the hydralazine effect on the kidney per se was 
not forthcoming. 
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EFFECT OF CONTINUOUS INTRAVENOUS PENTOLINIUM VS. HEXAMETHONIUM 
ON RENAL HEMODYNAMICS IN HYPERTENSIVE PATIENTS 


Pentolinium (8 Patients) 
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100 KEY 

90 % * — Per cent of Control 
P Statistical Significance 
= 80 NS — Not Significant 

70 C Control 

onk 

£ 

= 60 

2 50 

ry 

H 

rc} 40 


Renal Blood Flow cc./min. 


Figure 6a. The acute effect of blood pressure reduction with pentolin- ately severe to severe hypertension in whom the blood pressure is re- 
tum as compared to hexamethonium given by continuous intravenous duced to low normotensive levels. If the blood pressure is kept at mild 
infusion. As the blood pressure decreased, glomerular filtration rate hypertensive levels renal blood flow returns to the control values 
and renal blood flow were depressed and remained depressed as long within two or three hours although glomerular filtration rate re- 
as the infusion was continued. This occurs in patients with moder- mains slightly depressed. 


(Figures 6a and 6b Courtesy Am. J. M. Sc., 231: 294, 1956.) 
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EFFECT OF INTRAVENOUS PENTOLINIUM 
GON RENAL HEMODYNAMICS IN HYPERTENSIVE PATIENTS 
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Figure 6b. Comparison of the effect of continuous infusion and 
intermittent parenteral administration. Following intermittent ad- 
ministration, the initial response was quite similar to that observed 
by continuous intravenous infusion. However, within a period of 
three to four hours, renal blood flow returned to control values and 
glomerular filtration rate also increased but usually did not return 
to control values. 
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the result will frequently be a severe ileus due to block- 
ade of the parasympathetic ganglia without obtaining 
the desired reduction in blood pressure. 

Assistance in blood pressure reduction can be ob- 
tained if the head end of the bed is raised on blocks. 
Usually 10- to 12-inch blocks are effective, but the 
farther the bed is raised the better. However, if large 
doses of the drug have been given and a marked ortho- 
static effect obtained, careful attention must be given 
to the degree of blood pressure reduction obtained 
when the patient is tilted up. Otherwise, excessive 
hypotension can occur, resulting in actual cerebral 
ischemia and cerebral anoxia (Figure 2b). 


Renal Plasma Flow 


ec. / min. 


When constipation becomes a problem, cathartics 
and cholinergic agents should be used freely. Cascara 
sagrada in a dose of 15 cc., or 30 cc. of milk of mag- 
nesia is usually adequate. Cholinergic agents are some- 
times more effective than cathartics. For this purpose 
15 to 45 mg. of prostigmine or 5 to 10 mg. of pilocar- 
pine, given 3 or 4 times a day, is usually adequate. If 
the patient is comatose, 1 mg. of prostigmine is given 
every two hours until peristalsis returns. 

Ganglionic-blocking agents are particularly useful in 
patients with severe and acute heart failure associated 
with sudden elevation in blood pressure. As therapeutic 
blockade is established, there is a reduction in venous 
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Acute Response to Parenteral Hexamethonium 


Figure 7. / he acute renal hemodynamic response to ganglionic block- 
ade. As observed in Figure 8, there was a sharp reduction in glome- 
rular fili:tion rate and renal blood flow. However, when the patient 
was late, -witched to oral administration and the drug was given 
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over a long period of time, renal hemodynamic adjustment followed, 
and despite the fact that blood pressure remained at normotensive 
levels, glomerular filtration rate and renal blood flow returned to 
the control levels. (Courtesy Am. J. M. Sc., 225: 379, 1953.) 
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Figure 8. A comparison of blood pressure response to rescinnamine 
as compared to reserpine. Although the dose requirement of rescinna- 
mine is 1.5 to 2 times that of reserpine and the onset of action of re- 
serpine is less rapid, the degree of blood pressure reduction is equiv- 
alent. (Courtesy Am. J. M. Sc., 231: 542, 1956.) 


tone, resulting in a decrease in venous pressure and 
venous return, followed by an increase in cardiac out- 
put. The relief of pulmonary edema is often dramatic 
(Figure 12). 

In hypertensive patients without heart failure, car- 
diac output decreases, apparently due also to a decrease 
in venous tone and subsequent reduction in venous 
return. 

The significance of the reduction in cardiac output 
and untoward effects resulting therefrom in the patient 
without heart failure are not known to me. Certainly 
there is no harm done since I am not aware of symp- 
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toms of heart failure resulting from the judicious use of 
ganglionic-blocking agents. 

When used in patients with hypertension and ful- 
minating heart failure, hexamethonium or pentolinium 
shouldbe given intravenously in a concentrated solu- 
tion in order to avoid extra fluid administration. An 
initial dose of 25 mg. of hexamethonium or 10 mg. of 
pentolinium in 1 to 10 cc. of fluid is usually preferable. 
This dose can be increased and repeated after 30 min- 
utes or as frequently as necessary to reduce the blood 
pressure. After an effective blood pressure reduction 
has been obtained, hexamethonium must usually be 
given every 2 to 4 hours, pentolinium every 6 to 8 
hours and mecamylamine (5 to 10 mg.) every 8 to 10 
hours. For maintenance therapy, the drug is usually 
given intramuscularly. 

Arfonad (trimethaphan camphorsulfonate) is useful 
in patients with fulminating pulmonary edema (Figure 
12) because it is more effective in reducing the arterial 
blood pressure than the other ganglionic-blocking 
agents. An additional attribute is that it is effective for 
only short periods of time so that the degree of block- 
ade and blood pressure reduction can be regulated 
from minute to minute. However, it must be given asa 
continuous intravenous infusion. 

Mecamylamine is of limited value for bedfast patients 
because of the persistence of the blockade and resultant 
constant and frequently severe constipation. It does 
have one virtue in that it must not be given as fre- 
quently as the other agents and if the patient is con- 
scious, it can be given orally. When this drug is used, 
careful attention must be given to the bowels, and 
cathartics or cholinergic agents must be used freely. 

We have observed the acute response of 30 patients 
with severe malignant hypertension who received mec- 
amylamine parenterally (Figure 13). Ten of these pa- 
tients had renal failure associated with their disease. 
In only six of the ten was the blood pressure reduced 
significantly, yet all of them responded to parenteral 
Veratrum. 

In the remaining 20 patients without renal failure, 
only five patients became normotensive in the supine 
position. In the remaining 15 patients, it became neces- 
sary to administer parenteral reserpine or Veratrum in 
order to bring the blood pressure down to a therapeu- 
tically acceptable level. 


VERATRUM Drucs 


If a ganglionic-blocking agent, when used in com- 
bination with parenteral reserpine, is also ineffective, 
one can then use a continuous intravenous infusion of 
alkavervir or protoveratrine. Such Veratrum extracts 
are the most potent antihypertensive agents available 
today, and it is rare that a patient will not respond to 
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these drugs. However, because they usually produce 
nausea and vomiting and because of their potency and 
the difficulty of regulation of the blood pressure with 
these agents, they should be used only as a last resort 
and in those patients who do not respond to simpler 
methods of treatment. They are as effective in the 
supine as in the upright position, a virtue of note. 

Parenteral alkavervir (Veriloid) is one of the most 
potent centrally acting Veratrum extracts which can be 
given either intramuscularly or by continuous intra- 
venous infusion. The onset of action is rapid, i.e., 
within five to 20 minutes. When using this drug, great 
caution must be exercised because the blood pressure 
can easily be lowered excessively. 

Veratrum also produces a rather marked reduction in 
pulse rate by vagal stimulation (Figure 1). It may also 
produce nausea and vomiting in many cases in which 
an effective reduction in blood pressure has been ob- 
tained. The incidence of side effects is high when 
adequate amounts of this agent are used to reduce the 
blood pressure to normotensive levels. For example, in 
one study conducted by the author, nausea or vomiting 
was observed in seven out of 17 patients. Despite the 
high incidence of side reactions, some improvement in 
the encephalopathic manifestations exhibited by these 
patients was observed in all but four patients and in 
seven of the 17 cases, all manifestations of encephal- 
opathy cleared following an effective and maintained 
reduction in blood pressure. 


ADRENERGIC-BLOCKING AGENTS 


Phenoxybenzamine (Dibenzyline) can be adminis- 
tered intravenously if given cautiously. However, be- 
cause of the complete adrenergic blockade produced by 
this drug, so that vasopressor agents are ineffective 
should excessive reduction in blood pressure occur it is 
inadvisable to administer this drug by the intravenous 
route. 

Thus, the very potency of this drug and its ability to 
block off the sympathetic nervous system completely, 
limits its usefulness for the treatment of hypertension 
when the parenteral route of drug administration be- 
comes necessary. 


Specific Methods for Administration of Drugs 
Centra, AGENTS 


Reserpine. The procedure for administration of reser- 
pine parenterally in hypertensive emergencies is best 
determined on the basis of the initial blood pressure 
Tesponse to 2.5 to 5 mg. of reserpine (Figures 14a and 
4b). The drug may be administered intramuscularly, 
or intravenously in 100 cc. of 5 per cent glucose given 
over a 15- to 30-minute period. The response varies in 
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degree and duration in different patients, but there is 
very little difference between the intravenous and the 
intramuscular route in the same patient. 

The patients are then placed on a regular schedule 
which usually consists of 5 to 10 mg. of reserpine given 
every 6 to 12 hours (Figure 14b). The maintenance 
dose and the interval between doses depends entirely 
on the response and is adjusted so as to maintain the 
desired blood pressure levels. When excessive reduc- 
tion in blood pressure occurs, a vasopressor agent is an 
effective antidote. Blood pressure, pulse rate and res- 
piration should be recorded every 30 minutes following 
the initial doses, and as necessary following subse- 
quent doses. 

The side effects tend to become more prominent as 
either the dose of reserpine or the frequency of admin- 
istration is increased. Tolerance to the sedative effect 
usually becomes evident after a few days of therapy, but 
an increase in the dose will usually elicit more sedation 
again. Muscle tremors and other manifestations sug- 
gesting a Parkinson’s syndrome may appear if doses of 
5 to 10 mg. are given as frequently as every six hours 
for an extended period of time, but these disappear 


slowly after a reduction in the dose, or frequency of ad- 


SUMMARY OF RESULTS OBTAINED IN PATIENTS 


RECEIVING RESERPINE GIVEN PARENTERALLY 
FOR SEVERE HYPERTENSIVE ENCEPHALOPATHY 
WITH AND WITHOUT RENAL DAMAGE. 
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Patients with Azotemia but 
Normal nonuremic 


Number patients treated 10 


Number with papilledema 
(before R) 


Number responding * 
Number normotensive * * 
Aggravation renal failure 


Number living after 
three months 


*Reduction in mean blood pressure of 20 mm.Hg or more. 
**Blood pressure reduced below 150/100. 


Figure 9. Summary of results obtained in the treatment of patients 
with hypertensive encephalopathy with reserpine administered par- 
enterally. 
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ministration, or after discontinuation of therapy. Initi- 
ally, conjunctival injection is prominent. Doses in ex- 
cess of 40 mg. a day should not be employed. 

Rescinnamine. This is a pure alkaloid obtained from 
Rauwolfia serpentina, and is similar to reserpine. 
When given intramuscularly, rescinnamine is equally 
as effective as reserpine (Figure 8) but the dose re- 
quired is 1.5 to 2 times as great. There is essentially no 
difference in the incidence and severity of side effects 
of reserpine as compared to rescinnamine except som- 
nolence is less marked with the latter. 

The manner of administration is the same for both 
agents except that we employ an initial dose of rescin- 
namine of 5 mg. given intramuscularly. If this is inade- 
quate the dose is increased to a maximum of 15 mg. 
given no more frequently than every six hours. Doses 


in excess of 60 mg. a day should not be used. 


GANGLIONIC-BLOCKING AGENTS 


The four most useful ganglionic-blocking agents 
which can be given either intravenously or intramus- 
cularly for the treatment of hypertensive emergencies 


PATIENT WITH MALIGNANT HYPERTENSION 
IN A CRISIS TREATED WITH RESERPINE FOLLOWED BY 


300 | Control 
260 
220 
190 


140 


Blood Pressure mm. Hg 


are hexamethonium, pentolinium, mecamylamine, or 
trimethaphan camphorsulfonate. These drugs must be 
given by a titration procedure by means of which the 
dose is individualized for each patient. 
Hexamethonium. When giving hexamethonium intra- 
venously, 100 to 150 mg. are given in an intravenous 
preparation in 1,000 cc. of 5 per cent glucose in dis- 
tilled water. The drug is infused at a moderate rate 
until the blood pressure begins to fall, then the rate of 
infusion is adjusted so as to maintain an adequate re- 
duction in blood pressure. As a safety precaution the 
infusion apparatus should be connected to a Y-tube 
such as in Figure 18. Norepinephrine is an effective 
antidote for hexamethonium as well as all other 
ganglionic-blocking agents should excessive reduction 
in blood pressure occur. The blood pressure and pulse 
rate should be checked at least every five minutes dur- 
ing the initial period of adjustment. After the blood 
pressure has been stabilized it should be checked at 
least every 15 to 20 minutes. If inadequate reduction in 
blood pressure is obtained, the response can usually be 
enhanced if the head of the bed is elevated. 


4 . 
MECAMYLAMINE Supine Upright 
Systolic Systolic 


Supine Diastolic 


Figure 10. Treatment of hypertensive emergency with parenteral 
reserpine. After the hypertensive emergency was brought under con- 
trol with reserpine, the patient was subsequently switched to oral 
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; Reserpine Given |. M. (20 mg./24 hrs.) 
Reserpine |. M. 
Mecamylamine 
_gMecamylamine ———__ 
wee 10 mg. Mecomylamine 
8 mg. Alseroxylon 
Rauwolfia (8 mg. Alseroxylon 24 hrs. ——T 
T T T T T T T T | 
Doys 1 5 7 9 11 13 5 1 19 21 23 25 27 


therapy at as ‘ail a date as possible. This was in the form of Rau- 
wolfia in combination with a ganglionic-blocking agent, the treal- 
ment of choice. (Courtesy Ancu. INT. Mep., 98: 427, 1956.) 
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RENAL RESPONSE TO EXCESSIVE REDUCTION IN BLOOD PRESSURE 


AND CORRECTION 


WITH A VASOPRESSOR AGENT 


Mear Blood Pressure 


Glomarulor Filiration Rdte 


a 


Figure 11. A patient in whom an excessive reduction in blood pressure 
was observed with pentolinium. The patient became anuric due toa 
marked decrease in glomerular filtration rate. However, as the 


When administering hexamethonium intramuscu- 
larly, the initial dose is 15 mg. After waiting one hour 
to determine the effect of the initial dose, another dose 
is given, and subsequent doses are given in increasing 
amounts until an adequate effect is obtained. Usually, 
the drug can be repeated every one to two hours until 
effective reduction in blood pressure occurs. Doses in 
excess of 100 mg. are no more effective than this 
amount. 

Hexamethonium, when given intramuscularly, is a 
safe and effective agent, and the danger of excessive re- 
duction in blood pressure is not so great as with Vera- 
trum compounds. The frequency of administering in- 
tramuscular hexamethonium will depend on the length 
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50 mg. Pentolinium given intravenously 
T 7 T T 
30 50 70 90 1 


Norepinephrine 
T T 
130 150 170 90 200 


T 
10 1 


blood pressure was elevated with a vasopressor agent, glomerular 
filtration rate returned toward previous control levels, and urine 
output also returned to previous values. 


of time that the blood pressure remains reduced after 
each injection. Usually, it is only necessary to give the 
drug every four to six hours. As soon as the hyperten- 
sive emergency is under control, the patient should be 
started on oral therapy, as outlined in previous com- 
munications in this series. Care must be excercised in 
reducing the blood pressure in patients with renal 
failure lest the renal function be impaired further. A 
systolic blood pressure of 170 to 180 mm. Hg is usu- 
ally a safe level unless the BUN is markedly elevated 
prior to therapy. 

Pentolinium. This drug is used in essentially the 
same manner as hexamethonium. When making up the 
intravenous infusion, however, 50 to 75 mg. is adequate. 
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SUMMARY OF RESULTS IN PATIENTS TREATED 
WITH GANGLIONIC-BLOCKING AGENTS 

FOR FULMINATING HEART FAILURE ASSOCIATED 
WITH SEVERE HYPERTENSION 


Mecamylamine 
Hexamethonium (Inversine)  Arfonad 
Number patients 
treated 16 8 11 
Significant reduction in 
blood pressure 12 10 
Normotensive 4 2 9 
Improvement in 
pulmonary edema 13 7 10 
Recovery 12 10 


Figure 12. Summary of results in patients treated with ganglionic- 
blocking agents for fulminating heart failure associated with severe 


hypertension. 


RESULTS WITH MECAMYLAMINE IN THE TREATMENT 
OF HYPERTENSIVE EMERGENCIES 


Elevated BUN 
Normal BUN Nonuremic -Uremia 
Number patients treated 20 6 4 
Number responding 15 4 z 
Number normotensive 5 2 1 
Number recovered 17 3 0 


Figure 13. Results with the use of mecamylamine in the treatment of 


hypertensive emergencies. 


This amount is placed in 1,000 cc. of 5 per cent glucose 
and the rate of infusion adjusted according to the blood 
pressure response. When giving the drug intramus- 
cularly, an initial dose of 5 mg. is used. After one to 
two hours, the second dose is given, and so on until an 
adequate reduction in blood pressure is obtained. 
Usually, the second dose is 10 mg., and the doses are 
progressively increased until the blood pressure has 


120 


been adquately controlled or a maximum of 50 mg. er 
dose is given. If the blood pressure is not reduced acie- 
quately with 50 mg. per dose or less, given intramiis- 
cularly, it is rarely possible to obtain an increased re- 
sponse with doses in excess of this amount. The same 
problems exist with this drug as have been noted in the 
use of hexamethonium. 

If the blood pressure is reduced excessively, glom- 
erular filtration rate may become depressed. Since the 
drug is excreted primarily by the kidney, the drug will 
be excreted very slowly and the excessive hypotension 
will last indefinitely if it is not corrected. Therefore, it 
is necessary to administer a vasopressor agent and re- 
turn the blood pressure to high normotensive levels. 
This is accomplished readily with norepinephrine (Fig- 
ure 11) or any other readily available vasopressor agent 
that can be given intravenously or intramuscularly. 

Mecamylamine. This drug is a secondary amine that 
is completely absorbed from the gastrointestinal tract 
and consequently is as effective when given orally as 
when given parenterally. Therefore, when the patient 
is capable of taking medication orally, he can be given 
the same dose by this route as was found to be effective 
previously when given by the parenteral route. Com- 
plete absorption also allows reproducible blood pres- 
sure responses to equal doses of drug with minimum 
day-to-day variation, which is a serious drawback to 
ganglionic-blocking agents of the quaternary ammo- 
nium variety, such as hexamethonium and pentolinium. 

Mecamylamine is the most potent ganglionic-block- 
ing agent available for clinical use. The initial dose is 3 
mg. given intramuscularly or subcutaneously. This can 
be repeated every two hours and increased in 3 to 5 
mg. increments until an adequate reduction in blood 
pressure is obtained. Doses in excess of 50 mg. produce 
no additional effect and should not be given. Tilting 
the bed in the head-up position assists in reducing the 
blood pressure. The frequency of administration will 
depend on the length of time the drug remains effec- 
tive, frequently 12 to 18 hours. 

As with pentolinium and hexamethonium, if the 
blood pressure is reduced excessively, glomerular fil- 
tration rate may become markedly depressed. There- 
fore, when this occurs, it is necessary to administer a 
vasopressor agent. 

When using this agent in ill and bedfast patients, it 
is essential that close attention be given to gastroin- 
testinal mobility since large doses of this drug may re- 
sult in ileus (Figure 16a and 16b). It is necessary that 
decreased peristalsis and constipation be treated early 
and effectively with either cathartics or cholinergic 
agents. 

Alkavervir. When used intravenously, an_ initial 
priming dose of alkavervir is given which consists of 
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4.0 mg. Reserpine I. V. 


240 


BLOOD PRESSURE RESPONSE TO 4.0 MG. OF RESERPINE 
ADMINISTERED INTRAVENOUSLY TO A PATIENT (W.W.) WITH 
MALIGNANT HYPERTENSION 
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Figure 14a (above). A patient with malignant hypertension. The 
blood pressure response to 4 mg. of reserpine administered intraven- 
ously. The onset of significant blood pressure reduction occurred two 
hours after the injection, and maximum reduction occurred at three 
hours. Significant blood pressure effect was still present after 24 
hours. b (below). The blood pressure response during therapy with 


12 13 14 15 16 17 18 19 20 21 22 23 24 


parenteral reserpine and for one week after conversion to the oral 
route. The blood pressure was maintained quite consistently at nor- 
motensive or mildly hypertensive levels. One week following discon- 
tinuation of parenteral reserpine, pentolinium was added because of 
a gradual loss of adequate reduction in blood pressure. 

(Courtesy Arcn. Int. Mep., 95: 7, 1955.) 


BLOOD PRESSURE RESPONSE TO PARENTERAL RESERPINE 
IN A PATIENT (W.W.) WITH MALIGNANT HYPERTENSION 
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EFFECT OF HEXAMETHONIUM ON BLOOD PRESSURE (25 mg.1V.-8.1) 


tb) UPRIGHT BLOOD PRESSURE RESPONSE TO PENTOLINIUM 
IN PATIENT WITH MALIGNANT HYPERTENSION 


300 
280 
260 


240 


Figure 15a. Blood pressure response to intravenous infusion of hexa- This patient was subsequently placed on a dose of 25 mg. of pen- 
methonium in a patient with severe hypertension and manifestations tolinium, given every eight hours, with good results. In order to 
of encephalopathy. ». Patient with malignant hypertension who produce this effect it was necessary to have the patient tilted in a 20- 
responded adequately to an intravenous infusion of pentolinium. degree head-up position. 
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Figure 16. Ileus due to ganglionic blockade. Careful attention must 
always be given to patients who are receiving ganglionic-blocking 
agents and who are semicomatose or comatose. It is easy to overlook 
decreased gastrointestinal function and if a strict vigilance is not 


hept a state of complete ileus develops. a. Supine. b. Upright. 


giving 0.5 microgram per kilogram body weight per 
minute over a 20-minute period (Figure 17). The blood 
pressure should be checked every minute during this 
time and until an adequate reduction in blood pressure 
is obtained. A change is then made to the sustaining 
infusion (Figure 18). The priming dose is prepared by 
diluting 10 micrograms per kilogram body weight of 
intravenous solution of alkavervir in 10 cc. of 5 per cent 
glucose in distilled water. If the desired hypotensive 
effect has not been achieved with the initial priming 
dose, it may be repeated at least in part. The sustaining 
solution consists of 4 mg. of alkavervir added to a liter 
of 5 per cent glucose in distilled water. This is given at 
arate that is regulated depending on the amount neces- 
sary to maintain the desired blood pressure level. 

As a precaution, a similar infusion containing 4 mg. 
of norepinephrine per liter of 5 per cent glucose in 
distilled water should be prepared beforehand and con- 
nected through a “Y” tube (Figure 18) for immediate 
infusion should the blood pressure decrease excessively 
atany time. Norepinephrine is a very effective antidote. 

During the initial infusion of alkavervir or protovera- 


trine, the blood pressure and pulse rate should be 
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checked every two minutes for the first 30 minutes and 
then every five minutes for the full stabilizing period. 
The blood pressure should be checked every 15 to 20 
minutes throughout the entire period of intravenous 
infusion. This requires a full-time attendance of a nurse 
or someone well trained in the use of these drugs who is 
capable of taking blood pressures properly. As soon as 
feasible, oral and intramuscular hypotensive therapy 
should replace the intravenous infusion. 

When the route of administration of alkavervir is 
changed from the intravenous to the intramuscular one, 
the first intramuscular dose should be 0.6 mg. given 
every four to six hours (Figures 19a and 19b). The dose 
should then be increased in 0.2 mg. increments until 
significant reduction in blood pressure occurs, after 
which the dose should be increased more gradually, 
usually in about 0.1 mg. increments until the blood 
pressure is reduced to the desired level. Then the fre- 
quency of administration is adjusted depending upon 
the length of action of the drug as reflected in the 
length of time the pressure remains reduced. The 
blood pressure should be recorded at least every 15 
minutes until the dose is well adjusted following intra- 
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HYPOTENSIVE EFFECT OF VERILOID CONTINUOUS I.V. 


300 «--+ 
280 


INFUSION 


Veriloid 
0.05$/kg./min. 


tVeriloid 
18/kg./min. 


Time in Minutes 10 30 


Figure 17. Blood pressure response to alkavervir (Veriloid) ad- 
ministered intravenously toa patient with malignant hvpertension. 


muscular administration of the drug. Norepinephrine 
or a similar vasopressor agent should be available at the 
bedside at all times in the event that excessive hypo- 
tension occurs. Atropine, in a dose of 1 mg. is very ef- 
fective in combating excessive bradycardia. There is no 
effective antidote for the nausea and vomiting that may 
be associated with Veratrum administration. 
Intravenous protoveratrine (Veralba 0.2 mg./cc.) is 
probably as effective as alkavervir. The priming solution 
is made up by diluting 0.5 cc. (0.1 mg.) of protovera- 
trine in 10 cc. This diluted solution is then injected at a 
rate of 0.5 cc./min. If there is no fall in blood pressure 
after five minutes, the procedure is repeated. When the 
desired decrease in blood pressure has been obtained, a 
continuous intravenous infusion of 2 mg. of protovera- 
trine (1 ampul) in 500 cc. glucose (5 per cent solution) 
is then administered. The infusion rate is adjusted as 
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necessary to achieve the desired blood pressure level 
without vomiting—usually 40 to 80 drops per ten min- 
utes. The blood pressure should be checked at least 
every 15 minutes after the blood pressure has become 
stabilized. 

After the immediate emergency is over, the intra- 
muscular route of administration may be employed. For 
this purpose give 0.6 cc. (0.12 mg.) intramuscularly 
and check the blood pressure every 15 minutes. The 
maximum effect occurs in one to two hours. Repeat 
with increments of 0.2 cc., added or reduced, every 
four to six hours depending on the patient’s response. 

Atropine is effective for nausea or vomiting or brady- 
cardia. If excessive reduction in blood pressure occurs, 
a vasopressor drug is used. 

Hydralazine. This drug is of limited value in the 
treatment of hypertensive emergencies, and is confined 
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primarily to use in acute glomerulonephritis and tox- 
emia of pregnancy. 

Best results are obtained when this drug is used in 
conjunction with reserpine. The onset of reduction in 
blood pressure (15 to 20 minutes) is more rapid after 
hydralazine than after the administration of reserpine. 
Therefore, it is given in cases with acute nephritis and 
toxemia of pregnancy where rapid onset of action is 
necessary, or to patients who do not respond adequately 
to reserpine alone. The method of administration was 


previously described (GP, July and August, 1956). 


PERIPHERALLY ACTING AGENTS 


Phenoxybenzamine is an effective adrenergic-blocking 
agent which can be given intravenously (but not intra- 
muscularly). However, because of the complete block- 
ade (i.e., both humoral and at the end organ) produced 
by this drug, rendering vasopressor agents ineffective, it 
is generally thought inadvisable to administer this 
blocking agent by the parenteral route. Should exces- 
sive reduction in blood pressure occur with the use of 
this agent, no effective antidote is available. 

When the use of this agent becomes mandatory, 30 
mg. is placed in 500 cc. of 5 per cent glucose in dis- 
tilled water. Should excessive hypotension occur, the 
patient should be tilted in a 20 to 25 degree head-down 
position, and the drug should be discontinued. Do not 
infuse norepinephrine since this drug will only potenti- 
ate the hypotension. 

When taken by mouth phenoxybenzamine is rapidly 
absorbed, and the effect lasts 12 to 18 hours. It is use- 
ful in a few cases of severe hypertension and in the 
temporary management of patients with severe hyper- 
tension due to pheochromocytoma who are not yet 
ready for surgery. 

Phentolamine (Regitine) is useful for the treatment of 
patients with severe hypertension due to the liberation 
ofnorepinephrine by a pheochromocytoma. When used 
for this purpose, it is administered as a temporary 
measure for controlling the blood pressure prior to 
and during surgical removal of the tumor. A dose of 5 
mg. of phentolamine is given intravenously or intra- 
muscularly and is repeated as frequently as necessary 
in order to control the blood pressure. 

If for any reaon the patient must be treated for pro- 
longed periods, the blood pressure can usually be better 
controlled with phenoxybenzamine given by the oral 
toute. The dose of phenoxybenzamine by this route is 
10 mg. every six hours. The dose is then subsequently 
increased in 10 mg. increments until effective reduction 
of the blood pressure is obtained. This method of ther- 
apy should be considered a temporary expedient only, 
since tis is a curable disease, and the tumor should 
be surgically removed as soon as possible. 
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Ganglionic-blocking and centrally acting antihyper- 
tensive agents are not only ineffective in treating pheo- 
chromocytoma, but may actually precipitate an acute 
rise in blood pressure (Figure 22b) since these agents 
do not block the ability of norepinephrine to constrict 
the arterioles. 


Primary Renal Disease (Excluding Nephritis) 


As indicated previously, even the patient with pri- 
mary renal disease may benefit from blood pressure 
control if severe hypertension becomes an important 
component of his disease. A case example is summa- 
rized in Figure 20. This was a patient who developed 
marked atherosclerosis of the aorta which also involved 
the right renal artery. The left renal artery was not 
involved. 

At the time of admission to the hospital, the patient 
had marked encephalopathy, retinal hemorrhages, 


APPARATUS FOR CONTINUOUS INFUSION 
OF VERATRUM OR HEXAMETHONIUM 


1. Veratrum 
a. Alkavervir (Veriloid)d 
4 mg./1000 ce. 


4 mg./1000 cc. 


2. Hexamethonium 
100 mg./1000 cc. 


Ly b. Protoveratrine 


Norepinephrine 
4 mg./1000 cc. 


Figure 18. Method of setting up a continuous intravenous infusion 
for the administration of Veratrum or ganglionic-blocking agents. 
When using either alkavervir or protoveratrine it is necessary to 
have a vasopressor agent available for immediate administration 
should excessive reduction in blood pressure occur. 
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BLOOD PRESSURE RESPONSE TO A TITRATED DOSE OF INTRAMUSCULAR VERILOID 
(AQUEOUS SOLUTION) WITHOUT PREVIOUS ORAL THERAPY 


230 Systoli 
210 Pressure 
190 
170 
150 
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130 | Pressure 
110 
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Figure 19a. When the blood pressure is brought under control with 
intravenous infusion of Veratrum, then the drug can be administered 
by the intermittent intramuscular route. When this is done the dos- 
age must be titrated until an effective reduction in blood pressure has 
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occurred. b. Demonstration of dosage titration of Veriloid in over- 
all blood pressure response of a patient with malignant hyperten- 
sion. 


(Courtesy Am. J. M. Sc., 226: 477, 1953.) 
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BLOOD PRESSURE RESPONSE TO 5 MG. OF RESERPINE ADMINISTERED INTRAVENOUSLY 
TO A PATIENT (G.L.M.) WITH MALIGNANT HYPERTENSION ASSOCIATED WITH OCCLUSION 
OF THE ABDOMINAL AORTA AND LEFT RENAL ARTERY 
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Control 0 25 0 130 1 month 425 
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Figure 20a. Blood pressure response in a patient who had a sudden 
onset of malignant hypertension due to occlusion of one renal artery. 
This patient responded to reserpine in the same way that a patient 
with essential hypertension does. As the blood pressure remained re- 
duced, glomerular filtration rate in the unoccluded kidney increased, 


papilledema, and he was convulsing as a result of 
malignant hypertension, probably secondary to the 
ischemic kidney (‘Goldblatt kidney”). He was placed 
on parenteral reserpine given every six hours. This 
effectively reduced the blood pressure, and most of the 
cerebral manifestations subsided. He was gradually 
switched to a combination of oral Rauwolfia and a gan- 
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and after six months of therapy, the glomerular filtration rate and 
renal blood flow had returned to normal for one kidney. The blood 
urea nitrogen over this period of time decreased from a level of 70 
mg. to 30 mg. 

(Courtesy Ancu. Int. MeD., 98: 427, 1956.) 


glionic-blocking agent, mecamylamine. He has since 
been well regulated for a period of one year and is in 
full-time employment. 

This patient had no return of renal function in the 
occluded kidney (right). However, in the opposite kid- 
ney (left), glomerular filtration rate and renal blood 
flow, which were depressed to less than 50 per cent of 
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THE VICIOUS CYCLE OF RENAL-VASCULAR DISEASE 


NORMAL PATIENT 


etc.) 


Figure 20b. Suggested modus operandi of renal hypertension. 


normal for one kidney prior to therapy, gradually in- 
creased so that now they are approximately normal. His 
blood urea nitrogen has decreased from 70 to 30 mg. 
Undoubtedly the depression in function in the unoc- 
cluded left kidney was due to severe vasoconstriction, 
intrarenal hemorrhages, and acute vascular damage, 
rather than chronic deterioration. Since the process 
was relatively acute, it was reversible. Had the hyper- 
tension and increased sympathetic vasoconstrictor re- 
sponse been allowed to continue, progressive renal 
failure would have developed if the patient had not 
first died of cerebral manifestations. 

Therefore, even in the patient with primary renal 
disease and hypertension secondary thereto, benefit 
can be derived from effective antihypertensive therapy. 
These patients should be treated in the same way as 
patients with hypertension associated with so-called 
essential hypertension. If these patients are first seen 
in a state of crisis, they should receive parenteral reser- 
pine. If more potent agents are necessary, one of the 
parenterally administered Veratrum compounds is used. 

As soon as the emergency is brought under control, 
the diseased kidney should be removed if the problem 
is that of unilateral disease. If surgery is not feasible 
(as in the case of cystic disease of the kidney or chronic 
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pyelonephritis), the patient should be placed on a regi- 
men of Rauwolfia given orally in combination with a 
ganglionic-blocking agent and treated similarly to the 
patient with severe essential hypertension. Naturally, 
in the case of chronic pyelonephritis, it is mandatory 
that the etiologic organism be identified and treated 
with a specific antimicrobial agent. 


Treatment of Patients with Pheochromocytoma 


Patients having a hypertensive crisis are particularly 
likely to have a pheochromocytoma. The frequency of 
this disease has been overrated by most clinics that have 
a referred practice. Yet, occasional patients having this 
disease are seen periodically in any large group of pa- 
tients with hypertension. If a careful history is taken, 
most patients who have a pheochromocytoma will pre- 
sent some clinical evidence to suggest it. The symto- 
matology will depend largely on the type of tumor, i.¢., 
whether it secretes epinephrine or norepinephrine. 

Figure 21 compares the physiologic response to epine- 
phrine and norepinephrine. If the pheochromocytoma 
secretes primarily epinephrine, the symptoms of ner- 
vousness, headache, palpitation, increased basal me- 
tabolic rate, and increased fasting blood sugar will be 
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prominent. Contrariwise, if the tumor secretes nore- Ue ACE 
pinephrine with little epinephrine, then an asympto- 


matic rise in blood pressure is more likely to be ob- |= COMPARISON OF RESPONSES TO NOREPINEPHRINE 


served. In the case of the latter, chemical tests for AS COMPARED TO EPINEPHRINE® 

blocking off the vasoconstrictor effect of norepine- | 

Both Regitine and benzodioxane (Benodaine) are 

used for differentiating patients with essential hyper- f 

tension from those with a pheochromocytoma, particu- | _—‘Amereased basal metabolic tate 1+ 4+ 

larly the norepinephrine-secreting tumors. Circulating | _— Tnereased fasting blood sugar 1+ 4+ 

norepinephrine and epinephrine vasoconstrictor effects —_nereased carding output 1+ 3+ 

Increased mean blood pressure 4+ 1+ 


E Increased myocardial irritability i+ 4+ 
ie Increased pulse rate Bradycardia 2+ 
5 Bronchodilation i+ 4+ 
: Central nervous system stimulation 1+ 3+ 


Decreased intestinal motility 1+ 3+ 


*Graded from 1+ to 4+ depending on the degree of response, 


Figure 21. Comparison of physiologic response 
pared to norepinephrine. 


to epinephrine as com- 


are blocked more readily than is the receptor site of the 
sympathetic nervous system. Therefore, when the cor- 
rect dose is employed, the two disease entities can be 
differentiated. However, if a large enough dose of 
Regitine is used, it will also lower the blood pressure in 
patients with essential hypertension, due to adrenergic 
blockade at the vascular receptor site of the sympa- 
hetic nervous system (Figures 22a and 22b). 

In reaching a diagnosis I prefer to use an intravenous 
Regitine test for screening purposes. If this is positive, 
then I routinely do an intramuscular Regitine test and 
on a subsequent day, a benzodioxane test. If all tests 
are positive, the patient is likely to have a pheochromo- 
cytoma. If only the intravenous Regitine test is positive, 
this is likely to have been a false positive. 

It is necessary that the patient not have received 
drugs for at least 48 hours prior to the test. Otherwise 
false positives are likely to occur. This is particularly 
true of Rauwolfia and sedatives. Patients must not have 
received Rauwolfia for at least two weeks prior to the 
tests and preferably not for one month. Uremia is also 
likely to produce a false positive chemical test for 
pheochromocytoma. 


Figure 20¢ (above). Eyeground changes (retinal hemorrhages, ex- Acute Steroid Hypertension 


udates und papilledema) prior to therapy. d (below). Eyeground . ° 
change: two weeks after effective antihypertensive treatment. Papil- The best treatment of acute hypertension associated 


ledema and hemorrhages have cleared. with steroid administration is withdrawal of the steroid. 
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ESSENTIAL HYPERTENSION AND PHEOCHROMOCYTOMA 


A COMPARISON OF BLOOD PRESSURE RESPONSE TO BENZODIOXANE 


170 


100 


Time in Miwtes 20 


Figure 22a (above). Blood pressure response to Regitine in a patient 
with pheochromocytoma as compared to one with essential hyperten- 
sion b (below). Due to the fact that norepinephrine acts directly on 
the blood vessels, Veratrum administration does not decrease the 
hypertensive response to this vasopressor substance. Therefore, in a 
patient with a pheochromocytoma if given Veratrum, a hypertensive 
crisis may be precipitated. 


PATIENT WITH PHEOCHROMOCYTOMA 


RESPONSE TO VERATRUM 


240 


8. P, mm. Hg and P R. {min. 


0.58/kg./min, X 20 1.V. (Veriloid) 


* 


OUTLINE FOR ANTIHYPERTENSIVE TREATMENT ¢ 


Emergency 


Drug 


Encephalopathy 


Reserpine 
or 
Rescinnamine 


Fulminating Heart Failure 


Hexamethonium 
or 
Arfonad 


Intractable Angina with Severe 
Hypertension 


Hexamethonium 


Hypertensive Crisis 


Reserpine 
or 
Rescinnamine 


Malignant Hypertension of 
Renal Origin * 


Severe Steroid Hypertension 


Pheochromocytoma 


Renal Failure (Uremia) 


Cystic disease, pyelonephritis, renal artery occlusion, etc. 


Figure 23. Outline for treatment of the hypertensive emergency. 
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However, in patients with severe and malignant disease 
such as lupus erythematosus and leukemia, this is not 
possible. Therefore, it sometimes becomes necessary to 
continue the steroids and treat the hypertension as it 
develops. None of the current programs are very 
effective. 

Reserpine should be given a trial. As in the treat- 
ment of hypertensive emergencies associated with es- 
sential hypertension, if this is not adequate, parenteral 
Veratrum should be used. Ganglionic-blocking agents 
appear to be least useful for this therapeutic problem. 

As soon as the blood pressure is brought under con- 
trol, oral therapy should be instituted. Alseroxylon 
(Rauwiloid) in combination with Veratrum or a gangli- 
onic-blocking agent is most useful. The Veratrum 
should first be given a trial, and the dose must be 
titrated. If nausea and vomiting ensue before the blood 
pressure effect is obtained, it is then necessary to use a 
ganglionic-blocking agent. The dose is also established 
by titration. A combination of centrally acting agents, 
with a ganglionic-blocking agent and an adrenergic- 
blocking agent will sometimes be effective when the 


HYPERTENSIVE EMERGENCIES 


usual methods have failed. Each of the three agents is 
titrated up to tolerance or until the blood pressure is 
reduced adequately. Usually the Veratrum is first 
titrated to the emetic dose, and then the dose is de- 
creased to the maximum dose that will be tolerated 
without vomiting. It is maintained at this level. Then 
the ganglionic-blocking agent is titrated to a well toler- 
ated level, followed by the titration of Dibenzyline. A 
standard dose of 1 mg. of reserpine or 4 mg. of alser- 
oxylon is given continuously by mouth concurrently 
with the other agents throughout the treatment period. 


Summary of Therapeutic Approach 


In a patient with a hypertensive emergency associ- 
ated with severe essential hypertension, it is necessary 
first to appraise the state of renal compensation, parti- 
cularly if cerebration is abnormal. This can best be done 
with an estimate of the blood urea nitrogen. If the blood 
urea nitrogen is normal, renal failure is not likely to be 
responsible for any disturbance in the sensorium. 
Retinal examination also helps. Retinal hemorrhages 


INITIAL THERAPY 
Dose Route 


Frequency 


Adjunctive Therapy when 
Initial Drug Inadequate 


Maintenance Therapy 
After Emergency Over 


25 to 10 mg. I.M. 4 to 12 hours 


Hexamethonium 10 to 100 mg. 
- ILM. If inadequate then Veri- 
loid titration I.V. infusion 


Rauwolfia + Ganglionic blocking agent 


or Veriloid Rauwolfia + Ganglionic blocking agent 


5to 15 mg. I.M. 4 to 12 hours 
10 to 100 mg. I.M. 30 min. to 4 Reserpine I.M. 
- hours titration by I.V. infusion 
Titration LV. Continuous 
infusion 


I.M. 1 to 4 hours 


I.M. 


Reserpine 2.5 to 10 mg. given 


Rauwolfia + Ganglionic blocking agent 


25 to 10 mg. I.M. 4 to 12 hours 


4 to 12 hours 


Hexamethonium 10 to 100 mg. 
I.M. If inadequate response 
then Veriloid by I.V. infusion 


Rauwolfia + Ganglionic blocking agent 


4 to 12 hours 


4 to 12 hours 


Hexamethonium 10 to 100 mg. 
I.M. If inadequate response 
then Veriloid by I.V. infusion 


Rauwolfia + Ganglionic blocking agent 


4 to 12 hours 


line 


Veratrum, Inversine, Dibenzy- 


Reserpine + Veratrum, +. Inversine 
and Dibenzyline as required 


p.r.n. 


Dibenzyline 10 to 20 mg. orally 


Surgery 


None 


None 
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indicate the degree of general arteriolar damage. Papil- 
ledema suggests increased intracranial pressure and 
cerebral edema, which frequently accounts for derange- 
ment of cerebral function in patients who do not have 
associated renal failure. 

After the state of renal function is known, therapy 
should be approached systematically (Figure 28). If 
immediate blood pressure reduction is not indicated 
and a delay of two to three hours is possible, parenteral 
reserpine or rescinnamine is the drug of choice. The 
initial dose is 2.5 mg., repeated in two hours if blood 
pressure reduction is not adequate. 

When the blood pressure is not reduced adequately 
at a maximum dose of 10 mg. of reserpine or 15 mg. of 
rescinnamine, given every six hours, a ganglionic- 
blocking agent should be tried. There is very little 
difference in responsiveness among the different gan- 
glionic-blocking agents. I prefer hexamethonium for 
initial therapy because of its shorter duration of action. 
If the response does not appear beneficial, the drug 
can be discontinued with the loss of blockade in two 
to three hours. In the case of fulminating heart failure 
a continuous infusion of Arfonad is probably the ther- 
apy of choice if hexamethonium is not adequate. Care 
must be taken so that excessive fluid is not administered. 
If ganglionic blockade appears to be adequate, one of 
the longer acting agents can then be substituted for 
the hexamethonium after two or three days. This allows 
for less frequent administration. Mecamylamine is a 
particularly good substitute since, after dose adjust- 
ment, and when the patient’s sensorium becomes clear, 
it is possible to switch to the oral route of administra- 
tion employing the same dose of the drug as was effec- 
tive by the parenteral route. 

When ganglionic-blocking agents given in combina- 
tion with reserpine are not adequate, parenteral Vera- 


trum should be given. Continuous intravenous infusion 
is the most potent and most effective approach, but 
the intramuscular route is preferred when full-time 
competent nursing care is not available, since excessive 
hypotensive episodes are less likely to occur following 
intramuscular administration. 

After the blood pressure has been stabilized for 
three to seven days and the general status of the pa- 
tient seems adequate, a permanent-type program for 
blood pressure regulation should be substituted for the 
parenteral medication. A combination of Rauwolfia 
and a ganglionic-blocking agent is usually the therapy 
of choice. Rauwolfia given by the oral route should be 
substituted for the parenteral reserpine. A dose of | 
mg. of reserpine, 250 mg. of the whole root, or 4 mg. 
of alseroxylon is usually given. After several months, 
this dose can be decreased until the smallest effective 
dose is being employed. 

As the effect of the parenteral reserpine is lost, one 
of the blocking agents is started and the dose gradually 
increased. The dose of the blocking agent must be 
adjusted according to the standing blood pressure. It 
is preferable to have the patient completely ambulatory 
while adjusting the drugs administered orally. 

When the blood urea nitrogen is elevated, this de- 
termination should be repeated every two or three days 
while the blood pressure is being regulated. When 
evidence of a rising blood urea nitrogen is observed, 
the pressure should be allowed to increase slightly by 
decreasing the dose of the blocking agent until the 
blood urea nitrogen again decreases to pretreatment 
levels. As the blood pressure is controlled for pro- 
longed periods, progressive vascular deterioration is 
usually arrested, and renal function will usually im- 
prove if it has not progressed beyond “the point of no 
return” prior to therapy. 


So Help Me, Hippocrates 


ReEsotven, that I, Dr. 
Scientific Assembly of the American Academy of General Practice in St. Louis, 
Mo., March 25-28, and that with these words I will insTaNnTLy take steps to 
implement this resolution, as follows: 

1. Make appropriate marks on calendar. 

2. Instruct secretary to obtain hotel and transportation reservations. 

3. Instruct secretary to assist me in impressing all patients with the fact 
that their welfare and mine depend upon my being in St. Louis, Mo., i 
March, 1957. 

4. Arrange for substitute in practice. 


, will attend the 1957 
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“Histamine” Headache 


Q. A 50-year-old white man came to me with a com- 
plaint of excruciating pain in the right side of the 
head that was frequent (often several times a day), 
and often nocturnal (awakened from sleep). He had 
this type of headache two years previously, and it 
apparently left after all his upper teeth were ex- 
tracted, with no recurrence until June of 1956. 
An aura, or “‘feeling,’’ would signal the onset, and 
the duration was usually about one-half hour. The 
pain was steady, with no throb, often seemed to in- 
volve the eyeball on the same side, and the scalp 
seemed very sensitive. He thought that the attacks 
came on after working in the garden, after certain 
meals, and after drinking a beer or highball but 
there was no consistency about this. Complete physwal 
examination, skull x-rays and consultation con- 
tributed nothing helpful. He was tried on Equanil, 
then a course of Protamide, then Benadryl, to no 
avail. It was my belief that the pain was neuritic in 
character, but what category can a headache like 
this be in ? What more could be done to make a more 
specific diagnosis ? The cycle lasted about two months 
and he has had no headaches since, but lam unhappy 
about not having an etiologic diagnosis. Any sugges- 


tions or help would be appreciated. 


A. In discussing the diagnosis of the patient in ques- 
tion, it would be very helpful to know the exact 
location of the pain. Regardless of this, however, I 
would say, in view of the periodic nature of the 
headache, the fact that it was confined to one side 
of the head, its excruciating character and the aura, 
that the so-called histamine headache would be the 
best possibility. 

It would be very interesting to know if there was 
unilateral flushing or tearing at the same time. It is 
my helief that such headaches are really a variant of 
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These will be answered by authorities 
in the appropriate fields of therapy and diagnosis. 
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migraine and usually, if not always, have an emotional 
basis. The sensitivity of the scalp also supports this 
diagnosis. Another possibility to consider would be an 
expanding intracranial aneurysm, but it would be 
unusual to have repeated attacks of the headaches as 
frequently as these occurred and over as long a period 
as two months. Brain tumor headache would usually 
be accompanied by neurologic signs by the time the 
headache developed. The duration is a little long 
without neurologic findings, and it would be unusual 
for the pain to disappear and recur as this headache 
does. 

Patients subject to these headaches are usually 
hard-driving individuals, usually doing more than 
any one person should, have a great deal of trouble 
expressing both pleasant and unpleasant feelings and 
all the other characteristics well known to exist in 
migraine subjects. Management should be funda- 
mentally psychologic, trying to get the patient to 
slow down, to space his appointments better and to 
make conscious efforts to relax from hour to hour dur- 
ing the day. It is my thought that desensitization to 
histamine is just needle psychotherapy. The attacks 
last for such a short time that it would be difficult to 
give medication to stop them after they begin. Some- 
times one of the reserpine alkaloids is useful in the 
prevention of attacks. Small doses of phenobarbital 
can also be employed. Several of our patients have 
responded nicely to psychotherapy. One had been 
previously treated with histamine desensitization every 
six months. 


Athletics Following Poliomyelitis 


Q. A 17-year-old boy developed an acute illness on 
August 26, 1956, which was diagnosed as acute 
poliomyelitis. Spinal fluid studies were considered 
confirmatory. A physical examination at that time 
showed a loss of abdominal reflexes and diminution of 
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reflexes in his extremities. There was a suspicion of 
spasm of his back muscles. He was confined to the hos- 
pital for seven days during which time his symptoms 
subsided entirely. When examined three weeks later, 
there was no evidence of any muscle weakness; the 
abdominal reflexes were present and all extremity re- 
flexes were normal. The back muscles, particularly, 
showed no evidence of any weakness at all. The boy 
has returned to high school this week and states that 
he feels fine. 

The main problem is this: he plays in the backfield 
on the high school football team and since this is his 
senior year, he is very anxious to return to practice if 
it could be done with no danger to his health. Is there 
any reason why he should not do this ? 


A. If this was a case of poliomyelitis, as seems quite 
likely, the important thing is to make absolutely certain 
that there is no residual muscle weakness before allow- 
ing such strenuous exertion as football. Adequate mus- 
cle testing requires the services of one trained for it. 
This is usually available only in the larger medical cen- 
ters. If some muscles are found to be weak, proper phys- 
ical therapy should be instituted and pursued to the 
optimum benefit before strenuous athletic activity is 
allowed. If no muscle weakness is detected, there is no 
reason why the young man should not play football. 


Significance of Coloboma 


Q. A woman with a unilateral coloboma of iris and deep 
structures (practically no sight) has no known rel- 
atives with similar condition. (Three siblings; father 
of woman, seven siblings; mother of woman, three 
siblings.) What should she be advised regarding 
pregnancy ? Family has no known history of coloboma. 


A. In the literature, coloboma of the iris and “deep 
structures” has been reported as dominant in its hered- 
itary transmission, but in addition I have some evidence 
for a recessive mode of transmission. Since there exists 
considerable variation in the expressivity of the gene, 
unilateral forms may be observed. A dogmatic reply to 
the query is not possible since insufficient information 
regarding this woman and her family is available. In all 
such sporadic cases there exist four possible explana- 
tions: 

1. Mutation. The sporadic occurrence of a defect (an 
affected child of normal parents) should always arouse 
within the physician’s mind the possibility of germinal 
mutation, this mutation occurring in the germ-plasm 
of one of the two parents. In such instances it is very 
rare that more than one sibling is affected, although 
genetic mosaicism has been reported. 
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2. Recessive Inheritance. In this type of inheritance tiie 
trait to be expressed clinically must exist in the honi- 
zygous state, i. e., the double dose of the gene. In such 
a case the parents are carriers of the gene (clinically 
normal), i.e., are heterozygous for the gene (single 
state). The more rare sucha trait isin the general popu- 
lation, the more likely will such parents be related to 
each other. Consanguinity of the parents should strong- 
ly suggest this type of transmission. The data, as pre- 
sented in this query, do not answer this question. If, in 
this case, this type of transmission exists, this woman’s 
children should all be clinically normal but all will be 
carriers of the gene (heterozygous). This answer pre- 
supposes that her spouse is normal for the trait (colo- 
boma) and does not possess the gene in his germ- 
plasm. 

3. Irregular Dominance. The phenomenon of a dom- 
inant gene skipping one or even two generations is not 
infrequently seen in human inheritance. In this case 
this does not seem to be possible since it is stated the 
“family has no known history of coloboma.” In our 
experience, however, anamnestic evidence cannot be 
accepted since, not infrequently, careful ocular exami- 
nation of the relatives presents evidence of mild forms 
of the defect and suggests the presence of the gene. 

4. Maternal Illness. Intrauterine infection or noxious 
agents acting at a critical stage or time in embryogenesis 
may cause defects clinically indistinguishable from 
those resulting from the action of noxious genes or 
gene (phenocopy). Rubella and other virus diseases 
are well documented causative agents. There is even 
some evidence that the mother, herself unaffected, 
need only to have exposure for the fetus to be affected. 
A careful maternal history is therefore always a neces- 
sity in such sporadic cases. Such acquired diseases are 
not transmitted. 

As previously implied, it is indeed regrettable that 
no dogmatic answer can be given to this woman. 

If a dominant mutation, the trait has one chance in 
two of occurring with each successive pregnancy. 


Treatment for Leukoplakia 


Q. What treatment is good for leukoplakia of the mouth 
which flares up in different areas of the mouth ? What 
is the prognosis in a 66-year-old man ? 


A. There is no specific treatment for leukoplakia of 
the mouth. The case with leukoplakia should be ob- 
served frequently because it is well known that cancer 
may at times develop in areas of leukoplakia. The use 
of tobacco should be avoided, and suspicious areas 
should be surgically excised for pathologic study. 
The prognosis in a 66-year-old person should be good. 
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Crushed Hands 


(American Society for Surgery of the Hand, Chicago, 
Jan. 26.) Insection of hyaluronidase is very helpful in 
preventing permanent crippling of crushed hands and 
fingers. The enzyme prevents or reduces swelling which 
diminishes blood flow through the injured area. Re- 
stricted blood supply is believed to be a factor in con- 
tracture and crippling of the injured hand. In crush 
injuries, surgical and medical care is necessary “within 
minutes and not hours following injury.”—Dr. Cart 
E. Nemetut, Los Angeles. 


Tendon Transfer 


(Ibid, Jan. 26.) TENDON transfer surgery has restored 
use of hands and fingers in nine persons paralyzed in 
arms and legs by spinal cord injuries from automobile 
or diving accidents. Even a few functioning muscles in 
the forearm can be used to activate numerous tendons 
or muscles of the fingers and thumbs. After surgery, 
patients can discard cumbersome appliances, learn to 
feed themselves, to write, and carry on other activities. 
—Drs. Paut R. Lirscoms, Epwarp D. HENDERSON and 
Eart C. Exxins, Mayo Clinic, Rochester, Minn. 


Obesity and Coronaries 


(New York Heart Association’s Conference on Athero- 
sclerosis and Coronary Heart Disease, New York, Jan. 15.) 
“OnLy a small part of our American coronary heart dis- 
tase epidemic can be attributed to the undoubted fact 
that many of us are heavier than we should be. The 
climination of all gross overweight from the United 
States would still leave us with a mortality rate from 
coronary heart disease that is far in excess of the rate for 
men of the same age in many other countries. 


Here each month are published notes of progress 
in diagnosis and treatment as reported at recent medical meetings. 
GP’s aim is to get news of new drugs and other developments 

to physicians no later than their patients read of them 

in the daily press and weekly newsmagazines. Report of a new theory 
or therapeutic claim here, prior to its formal publication 

in the medical literature, is not to be regarded as endorsement 

or verification by the editorial staff. 


MEDIGRAMS 


“The diet is not the only factor affecting the serum 
cholesterol, the serum cholesterol concentration is not 
the only factor promoting atherosclerosis, nor is athero- 
sclerosis the only factor producing coronary heart dis- 
ease. 

“The mortality rate ascribed to coronary heart dis- 
ease in different populations tends to be remarkably 
close to the proportion of total fats in the diet . . . Dif- 
ferent dietary fats differ in their effects on serum cho- 
lesterol and, probably, on atherosclerosis, the common 
meat and dairy fats that dominate the American diet 
having a powerful tendency to raise the serum choles- 
terol level.”—Dr. Ancet Keys, University of Minnesota. 


Moderation in Fat Restriction 


(Ibid, Jan. 15.) Promiscuous dieting to forestall coro- 
nary heart disease is “premature” until more is known 
about the cause and effect of the disease. “We must 
not proceed too far too fast on what may be at least by 
implication a false promise of reduced risk of coronary 
heart disease in the individual. The wisdom of modera- 
tion is still the mainstay of therapeutic medicine, and 
this applies to the use of fancy diets as well as new 
drugs in coronary artery disease.” 

But these appear to be fair assumptions: “Liberal 
calory and fat diets are associated with increased blood 
lipid levels in some human beings. Human diets with 
unrestricted fats, especially saturated fatty acids, are 
associated with atherosclerosis, particularly in adult 
males. Other factors such as exercise, occupation, con- 
stitution, overweight, blood coagulation, hormones and 
mental stress have significant roles in the development 
of both atherosclerosis and coronary artery disease. It 
may be that blood lipids are the basic ingredients in 
the production of atherosclerosis of the vascular tree 
and, like viruses that lie dormant for years in the central 


nervous system, become active in the production of 
coronary artery disease under the stresses of life experi- 
ences.”—Dr. Herman E. Huiesoz, New York State 
Health Commissioner. 


Distorted Statistics 


(Ibid, Jan. 15.) CORONARY HEART DEATHS have not in- 
creased as much as recent figures would appear to 
indicate. Radical changes in methods of recording 
deaths, taking effect about 1949, have contributed an 
important artifact. Better diagnosis, especially in urban 
areas, also has made the increase appear larger than it 
is. The real increase appears to be about 15 per cent 
over the last 15 to 20 years.—Epwarp A. Lew, stafis- 
tician and actuary, Metropolitan Life Insurance Co., N. Y. 


Fat Embolism 


(American Academy of Orthopaedic Surgeons, Chicago, 
Jan. 27.) Fat EMBOLISM resulting from fracture of long 
bones can be reduced markedly or even prevented by 
keeping patients quiet and by avoiding rough or un- 
necessary handling. In surgery, if a tourniquet is used 
on long bones wherever possible, fat particles can be 
confined and embolism avoided.—Dr. Lzonarp F. 
Pextier, University of Kansas. 


Plantar Keratosis 


(Ibid, Jan. 27.) PAIN FROM PRESSURE of plantar keratosis 
can be relieved by surgical shortening of a bone in the 
ball of the foot. Of 31 patients so treated, 28 had good 
or excellent results. Twenty-four were women, indicat- 
ing that improperly fitted shoes contribute to develop- 
ment of the corn-like growth. Male patients all had jobs 
requiring excessive standing or use of their feet.— 
Dr. Nicuotas J. GIANNEsTRAS, Cincinnati. 


Back Pain 


(Ibid, Jan. 30.) MutTIPLe MYELOMA should be suspected 
in unexplained cases of back, chest, hip or pelvic pain 
in patients aged 40 to 60. While the disease ultimately 
is fatal, x-ray is found to be the best treatment for 
localized conditions, and urethane best for general 
systemic effects.—Drs. Brapiey L. Corey, Norman L. 
HicinsoTHAM and KennetH C. Francis, Memorial 
Center for Cancer and Allied Diseases, New York City. 


Mistaken Diagnosis 


(Ibid, Jan. 29.) UNsUSPECTED INJURY to the periosteum 
may lead to mistaken diagnoses of bone infection, 


scurvy and even malignant bone tumors. But this in- 
flammation is self-correcting within a few weeks. Even 
relatively trivial trauma, such as pulling a child’s arm 
to prevent his falling, may cause a periosteal hemor- 
rhage. 

Calcification and new bone formation which follow 
may simulate a faint fracture line in an x-ray film. 
—Dr. Morris S. Frrepman, South Bend, Ind. 


Dislocations of Patella 


(Ibid, Jan. 30.) Removat of the patella combined with 
plastic surgery has permitted return to normal activity 
of a score of adults who suffered repeated dislocations 
of the patella with painful, disabling consequences. If 
left untreated, the condition leads to patello-femoral 
arthritis.—Drs. Francis E. West and Ratpu Soto- 
Hatt, San Diego, Calif. 


Calcium Disorders 


(American Cancer Societyannouncement, Boston, Jan. 20.) 
SopIUM PHYTATE appears a safe and effective treatment 
for vitamin D poisoning, sarcoid and some kidney stone 
conditions in which calcium absorption, deposition and 
excretion are faulty. In sarcoid, large daily doses of 
sodium phytate reduced urinary calcium excretion to 
normal or subnormal levels and increased markedly 
excretion of unabsorbed calcium in the stools. It appears 
to be the first practical drug to decrease calcium ab- 
sorption in patients. 

Administered for more than 18 months to some pa- 
tients, sodium phytate appears free of side effects 
except for mild, temporary diarrhea, and in that time, 
lost no effect in controlling calcium absorption.—Drs. 
H. Henneman, Evetyn L. Carrow and Futter 
AtsriGHT, Harvard University Cambridge and Massa- 
chusetts General Hospital, Boston. 


Sex Predetermination 


(University of Minnesota Hospitals Staff Meeting, Min- 
neapolis, Jan. 18.) ANatysis of amniotic fluid cells for 
sex chromatin resulted in correct prenatal determina- 
tion of sex in all of 44 cases, confirming reliability of a 
technique developed by foreign and United States 
researchers. 

The sex determination project was conducted in con- 
nection with other research. Indiscriminate use of the 
procedure merely to satisfy parental curiosity could be 
dangerous. The procedure of obtaining a sample of 
amniotic fluid holds little danger if performed by highly 
qualified personnel.—Dr. Epcar L. Maxowsk1, Uni- 
versity of Minnesota. 
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Iceland Disease 


IN AN EDITORIAL, Blattner reviews the recent literature 
on “Iceland Disease” or benign myalgic encephalo- 
myelitis. This distinct clinical entity was first described 
as an epidemic occurring in Akureyri, a town in 
northern Iceland, in 1948. The highest incidence was 
in the age group 15 to 19. The onset of symptoms was 
usually insidious, but sudden in some cases. There 
was low-grade fever with headache, and painful muscles, 
usually tender to touch. Emotional disturbances were 
common, as well as fatigue, sleeplessness and nervous- 
ness. Some patients experienced loss of memory. From 
two to four weeks after the onset, paresis of muscles 
was noted, involving one muscle or a group, in one or 
more limbs. The course was prolonged and relapses 
were common. Sensory abnormalities were frequently 
noted. The cerebrospinal fluid was normal. There were 
no deaths. 

Six years later, 32 of 39 victims of this epidemic had 
nervous or neurologic complaints. Twenty of these had 
muscle tenderness, and 18 had demonstrable neurologic 
signs. Paresis was apparent in nine cases, muscle atro- 
phy in six and reflex abnormalities in six. 

Similar outbreaks have been reported in New York 
State, London, Coventry, Adelaide (Australia) and 
South Africa. No virus has been isolated. The charac- 
teristics of this new disease are now sufficiently clear 
to differentiate it from poliomyelitis, epidemic ence- 
phalitis, epidemic myalgia and certainly, hysteria. 
(J. Pediat., 49:504, 1956.) 


Recurrent Varicose Veins 


ON THe Basis of observations in 341 patients who un- 
derwent 510 surgical procedures for so-called recurrent 
varicose veins, Lofgren, Myers and Webb analyzed the 
reasons for recurrence and derived conclusions about 
the prevention of this state. All of the patients had 
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previously undergone surgical therapy including liga- 
tion of the saphenous vein. However, in 61 per cent of 
all extremities, reoperation disclosed that ligation at 
the sapheno-femoral juncture had been inadequate. In 
some of these extremities, recurrences might have been 
prevented by adequate ligation alone. In the remain- 
ing 39 per cent of the extremities, adequate ligation 
had previously been performed. In such cases, it was 
apparent that recurrence of varicose veins had resulted 
from recanalization and breakdown of superficial veins 
and perforators. 

On the basis of this study the authors defined what 
they consider to be the essentials of adequate surgical 
treatment of varicose veins. Those essentials were: 

1. Adequate ligation above at the sapheno-femoral or 
sapheno-popliteal junctures. 

2. Thorough removal of all incompetent superficial 
veins below, down to the dorsum, or lateral aspects of 
the foot, by stripping and dissection. 

3. Individual ligation and resection of all incompe- 
tent perforators. 

4. Periodic follow-up examinations. (Surg., Gynec. 
e> Obst., 102:729, 1956.) 


Chronic Fecal impaction in Children 


SOILING OF THE UNDERCLOTHES in children is often 
thought to have a psychologic origin. It also occurs in 
neurologic disease that affects the anal sphincters. 
Feigen reports the cases of seven children who soiled 
because of chronic fecal impactions. These children 
developed psychologic problems which confused the 
diagnosis. 

These children had large bowel movements at in- 
tervals of from two to ten days. Bleeding and pain were 
not common. Soiling led to anxiety and withdrawal 
from group activity. Three children were being treated 
by psychiatrists for the symptom of soiling. Digital 
examination of the rectum was diagnostic in each case. 
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Conservative therapy consisted of a well-balanced 
diet, mineral oil and an oral wetting agent (Aerosol 
OT) which facilitates penetration of the fecal mass by 
the oil and water. Enemas were not used. Children and 
parents were interviewed and habit times stressed. 

In all cases, large stools were passed after two or 
three days. Normal regular stools appeared in from one 
to two weeks. In all cases, soiling disappeared in two 
to three weeks, and there were no recurrences. Psycho- 
logic improvement was dramatic. Children lost their 
embarrassment and returned to group play. The au- 
thor stresses the necessity for practitioners and psy- 
chiatrists to rule out chronic fecal impaction as a cause 
of soiling in children. (J. Pediat., 49:407, 1956.) 


“Overweight” and Myocardial Infarction 


QUESTIONING THE VALIDITY of widely publicized life in- 
surance company figures relating “overweight” to in- 
creased mortality from coronary artery disease, Lee 
and Thomas studied 450 autopsied patients with acute 
myocardial infarction. Standard life insurance com- 
pany tables of “ideal” weight for height were used, 
and patients were classified according to their devia- 
tion from this “ideal.” In addition, the weights of per- 
sons who had d‘ed of acute myocardial infarction were 
compared with those of persons of similar age who had 
died of diseases (neurosurgical) unrelated to body 
weight, and with the average weights of a cross section 
of the general population. 

Statistical analysis revealed that the average age of 
myocardial infarction patients whose weight exceeded 
the ideal range was similar to that of patients whose 
weight did not exceed the ideal. Comparisons with the 
neurosurgical and unselected groups failed to show 
any significant differences in the number of individuals 
exceeding ideal weight. (Overweight was exceedingly 
common in all groups.) 

The authors believe it reasonable to conclude that 
overweight was not an important factor in the develop- 
ment of acute myocardial infarction in this group of 
450 patients. (Am. Heart J., 52:581, 1956.) 


Pulmonary A-V Fistulas in Juvenile Cirrhosis 


RYDELL AND Horrsaver report the clinical and patho- 
logic findings in a case of juvenile cirrhosis that was 
associated with cyanosis, digital clubbing and a long 
bruit, all of which suggested the presence of pulmonary 
arteriovenous fistulas. However, careful x-ray exami- 
nations of the chest, including angiocardiography, 
failed to demonstrate any pulmonary arteriovenous 
communications. A bilateral exploratory thoracotomy 
was performed and no abnormalities were detected. A 
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lung biopsy specimen was reported to show only slizht 
emphysematous change. The vascular structures w cre 
not regarded as abnormal. Careful examination of the 
lungs at necropsy failed to reveal any evidence of arte- 
riovenous communication. However, injection studies 
of the pulmonary vessels revealed the presence of nu- 
merous abnormal vascular channels connecting the pul- 
monary arteries and veins. 

The occurrence of abrtormal pulmonary arteriove- 
nous shunts in this case is of interest in relation to the 
occurrence of other vascular abnormalities commonly 
associated with disease of the liver, especially spider 
nevi. It is entirely possible that the arterial unsatura- 
tion found in patients with cirrhosis of the liver may be 
due to such pulmonary arteriovenous communications 
which would not be recognized unless injection studies 
of the pulmonary vascular tree were performed. (Am. 


J. Med., 21:450, 1956.) 


Blood Group A in Pernicious Anemia 


IN PRESENTING a comparison of the distribution of blood 
groups in pernicious anemia patients and normal blood 
donors, Creger and Sortor noted that the incidence of 
blood group A was 51.3 per cent among pernicious 
anemia patients, compared with 38.1 per cent among 
normal blood donors. A significantly higher incidence 
of blood group A has also been reported in patients 
with cancer of the stomach. This suggests that both 
gastric cancer and pernicious anemia may be related to 
the occurrence of blood group A rather than being di- 
rectly related to each other. 

Supporting evidence for this point of view is the fact 
that in the Far East, where there is for practical pur- 
poses no pernicious anemia, cancer of the stomach 
varies in its incidence in a suggestive way with the fre- 
quency of blood group A. Obviously this proposed asso- 
ciation is not the only important influence on the inci- 
dence of gastric cancer. (Arch. Int. Med., 98 :136, 1956.) 


Atresia of External Ear Canal 


Simmons AND Fuson described the etiology and treat- 
ment of atresia of the external ear canal. The authors 
stated that atresia may be congenital or acquired. The 
former type is associated with a drum membrane defect 
and with abnormalities of the middle ear structure. 

The inner ear was said to develop from ectoderm, 
the middle and external ear, from gill structures. Anom- 
alies of either portion may occur without any associated 
defects of other parts of the ear. In congenital atresia, 
complete bony closure of the ear was said to occur, 
with a bony eardrum and deformed malleus and incus. 
The authors stated that, formerly neglected, these pa- 
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tients should receive early treatment because of the 
possibility of tardy intellectual development from co- 
existent speech defect. 

Acquired atresia was said to occur as a result of soft 
tissue or bony disease from inflammation, trauma or 
neoplasm. 

The authors outlined the types of surgical treatment 
for external canal atresia. They stated that surgery 
should be directed primarily toward improvement of 
the conduction-type hearing loss, after establishing 
that cochlear function is normal and that the mastoid 
process is normal. The optimum age for correction was 
said to be from 2 to 4 years. The authors stated that 
the deformed ossicles and bony drum should be re- 
moved if fusion of the ossicles to the drum is found. 
Mobility of the stapes should be determined. If it is 
fixed, fenestration should be considered. (Arch. Oto- 
laryng., 63:128, 1956.) 


A Tight Blood Pressure Cuff 


NuEsstE emphasizes the importance of applying the 
blood pressure cuff snugly. He determined blood pres- 
sures with a tight cuff, and then with the cuff loosened 
—its circumference extended 3 cm. In 94 out of 100 
instances, higher readings were found with the loose 
cuff (average 8.1 mm. Hg systolic and 9.3 mm. Hg 
diastolic). In overweight individuals, these discrepan- 
cies became more marked. 

Casual application of the cuff is a common error. 
Care must be taken to apply cuffs so that the brachial 
artery is directiy compressed by the midportion of the 
tightly bound inflatable bag. (Am. Heart J., 52:905, 
1956.) 


Pathogenesis of Fat Embolism 


JOHNSON AND SvANBORG, in rabbit experiments, studied 
the etiology of so-called fat embolism. Injuries were 
produced by crushing, or by ligating the hind legs of 
animals. After injury, fat, colorable with Sudan, was 
observed in tissue capillaries. Fat of the type commonly 
considered pathognomonic of fat embolism was found 
to occur as frequently after soft tissue damage as in 
cases of fracture. 

An increase in the content of lipid of the serum was 
observed after trauma. According to the authors, this 
demonstrated a disturbance of fat metabolism. The fact 
that there was no decrease of esterase activity after in- 
jury in hepatic and renal tissue in vitro, seemed to re- 
fute the assumption that the increase in serum lipid 
was due to reduced decomposition of the lipids. The 
frequency of fat embolism was not proportionate to the 
quantity of lipids in the serum. The authors thought 
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instead that fat embolism (the occurrence in the cap- 
illaries of parenchymatous organs, of lipids colorable 
with Sudan) was probably a symptom of a quantitative 
change of the serum lipids. They did not consider it to 
be established that the occurrence of this fat in organ 
capillaries is of any clinical importance. (Ann. Surg., 
144:145, 1956.) 


Treatment of Intermittent Claudication 


STEIN REPORTs that oral administration of Arlidin in 
doses of 6 mg. to 12 mg. three times a day, improved 
intermittent claudication in about two-thirds of 220 
patients having chronic arterial insufficiency (see dia- 
gram below). It is believed that the drug (1-(p-hydro- 
sypheny]) -2-(I’methyl-3’phenyl amino) propanol hy- 
drochloride) is related to epinephrine—has the prop- 
erty of dilating the vasculature of muscles without 
causing skin vasodilation. 

In his assay of the effectiveness of Arlidin for relief 
of intermittent claudication, Stein used simple exercise- 
tolerance tests. The study had two serious defects: 
(1) controls were not used, and (2) the author did not 
disclose his basis for judgment of “marked” or “moder- 


ate” improvement. (Ann. Int. Med., 45:185, 1956.) 


AMONG 220 PATIENTS 

HAVING ARTERIAL INSUFFICIENCY, 
152 PATIENTS SHOWED MARKED 

OR MODERATE IMPROVEMENT 

OF INTERMITTENT CLAUDICATION. 
AFTER TAKING ORAL ARLIDIN, 


* 


Hodgkin's Paragranuloma 


THis DISEASE is an unusual and more benign variant of 
Hodgkin’s disease, with distinctive histologic charac- 
teristics, in the opinion of Wright. However, he empha- 
sizes that there is still uncertainty among many pathol- 
ogists and clinicians regarding its differences from 
Hodgkin’s “‘granuloma.” 

A histologic review of 149 cases of Hodgkin’s dis- 
ease revealed ten examples of paragranuloma. In all of 
these, the lymph nodes showed either complete or 
almost complete loss of normal architecture. Scattered 
in packed masses of small lymphocytes were large 
reticulum cells of the Reed-Sternberg type. These were 
fairly uniform, “bland” looking and separated from 
each other. 

When the clinical data in these cases were referred 
to, it was found that each case but one had the disease 
localized to one peripheral lymph node region. In the 
one exception, there was only bilateral involvement in 
the neck. Furthermore, when these ten cases were 
followed up, nine had survived for more than five years 
(the one that had not yet survived five years was still 
alive with no recurrence). Survivals were up to 20 
years post-biopsy. There were only two examples of 
proved recurrence and these were solitary nodes. 
(There were possible local recurrences in three others.) 

The age distribution of paragranuloma closely paral- 


lels that of Hodgkin’s disease. The sex incidence is 
apparently predominantly male, as it is in the “granu- 
lomatous” variety. Other authors have stated that 20 
per cent of paragranulomas progress to true Hodgkin’s 
disease after months or years. However, Wright con- 
cludes that paragranuloma represents a distinct phase 
of Hodgkin’s disease. (Cancer. 9:773, 1956.) 


Transaminase in Neurologic and 
Neuromuscular Diseases 


IT Is NOW WELL KNOWN that acute myocardial infarction 
and certain diseases of the liver are attended by an in- 
crease in the quantity of the enzyme, glutamic oxal- 
acetic transaminase, in the blood. That enzyme is 
widely distributed in animal tissues, although it is most 
concentrated in the myocardium, liver and certain 
other areas. One of those other areas is the skeletal 
muscles, so that it seemed reasonable to Siekert and 
Fleisher to study the relationship of serum transaminase 
levels to neurologic and neuromuscular disorders. 

The authors found that the serum transaminase 
activity was elevated quite consistently in muscle dis- 
orders such as dermatomyositis, polymyositis and 
muscular dystrophy. 

The activity was not elevated in degenerative dis- 
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orders of the central nervous system or in diseases of 
the peripheral nerves or neuromuscular junction. 

The greatest rise in serum transaminase activity oc- 
curred in patients having dermatomyositis and appeared 
to be related to the severity of the disease. Two of three 
patients with polymyositis showed a moderate elevation 
of transaminase activity. Two of three patients with 
muscular dystrophy also had moderately elevated 
values. (Proc. Staff Meet., Mayo Clin., 31:459, 1956.) 


L. E. Cells in Miliary Tuberculosis 


HAVERLAND REPORTS a case characterized by prolonged 
fever and a wasting illness in which laboratory tests 
showed persistent anemia, leukopenia and relative neu- 
trophilia. Systemic lupus erythematosus was suspected 
clinically and L.E. cells were demonstrated on one oc- 
casion. Post-mortem examination revealed the presence 
of widespread miliary tuberculosis. There were no 
changes in any organ that could be attributed to lupus 
erythematosus. 

There have been several other reports that the L. E. 
phenomenon has been seen in cases of miliary tuber- 
culosis. It is thus becoming increasingly apparent that 
there are false-positive lupus erythematosus tests. 
(Am. Rev. Tuberc., 74:112, 1956.) 


The Acalculous Gallbladder 


GLENN AND Mannix reported their 20-year experience 
in the treatment of the acalculous gallbladder. During 
this period, 135 patients underwent cholecystectomy 
when the gallbladder was not acutely inflamed and did 
not contain stones. Of 121 of those who were followed, 
the authors estimated that good results were attained 
in 65 per cent, some improvement in 11 per cent, and 
no improvement in 24 per cent. There were 22 post- 
operative complications and three deaths. 

The authors found a rather high incidence of mis- 
taken diagnosis. This seemed partially due to lack of 
the critical evaluation of x-ray studies of the gallbladder. 
Repeated oral cholecystography was advised, using a 
stronger agent, or increasing the amount of the dye, 
before making a diagnosis of nonfunction of the organ. 

When a gallbladder without palpable stones was 
encountered at operation, the writers advised a careful 
search for some other condition that might account for 
the patient’s symptoms. Enlargement of the sentinel 
lymph gland, usually located between the cystic artery 
and the cystic duct, was thought to indicate cholecystitis 
in some instances. The authors recommended consul- 
tation in the operating room with other surgeons in 
such cases, to decide upon the wisest form of therapy. 

If in the opinion of the surgeon, with consultation, 


GP Volume XV, Number 3 


4 
A 
j 
| 
{ 


the gallbladder was within normal limits, the authors 
stated that it should not be removed. (Ann. Surg., 144: 
670, 1956.) 


Breast Cancer, Menopause and Marital Status 


LiiENFELD compared the frequency of cancer of the 
breast in married and single women who had and had 
not been subjected to an artificial menopause. An 
analysis of a large group of patients revealed that 
until the age of 35 to 40 years, the incidence of cancer 
of the breast was similar in married and unmarried 
women. After this age, however, carcinoma of the 
breast was significantly more prevalent in single 
women. 

The onset of the menopause was then determined 
in the two groups. Natural menopause occurred at 
approximately the same age in both. Artificial meno- 
pause, due to hysterectomy in 84 per cent of cases, 
occurred about eight to ten years earlier than natural 
menopause, and was more common among married 
than among single women. The frequency of artificial 
menopause was higher among female patients with 
carcinoma of the rectum, colon or stomach, benign 
breast conditions and in patients with no specific 
disease, than among patients with breast cancer. 

The author suggested an inverse relationship be- 
tween the frequency of artificial menopause and breast 
cancer, and that the higher incidence of this disease 
among single women is related to their having a lower 
frequency of artificial menopause. The need for addi- 
tional epidemiologic studies was emphasized. (Cancer, 
9: 927, 1956.) 


Left-to-Right Cardiac Shunts 


PATIENTS with congenital heart disease and left-to-right 
shunts—patent ductus, atrial and ventricular septal 
defects—frequently have relatively good tolerance to 
exercise. This phenomenon may be explained by the 
investigations briefly reported by Swan, Marshall and 
Wood. 

Using catheterization techniques, the pulmonary and 
systemic blood flows and intracardiac pressures were 
measured in a series of such patients, before and during 
exercise. Characteristically, the response to exercise 
was an increased systemic blood flow and an unchanged 
pulmonary blood flow. The volume of blood passing 
through the shunt was decreased. Substantial decreases 
(more than 50 per cent) in the proportion of blood 
shunted from the left to the right side of the heart, with 
maintenance of pulmonary blood flow, indicate that the 
right side of the heart works in a more efficient manner. 
(J. Lab. & Clin. Med., 48:949, 1956.) 
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FEATURES OF LIVER CALCIFICATION 


Roentgenographic features 


Calcification in cyst walls: 
ring-like densities 


Miliary calcification 


Calcification streaky or 
resembling phleboliths 


Calcification feathery or 
finely granular 


Liver Calcification 


WELLs REPORTED three cases in which metastases to the 
liver contained calcium and were therefore visible in 
x-ray films. In two instances, the primary tumor was 
known to have been in the sigmoid. In the third case, 
the primary cancer had probably been in the colon. 
The author mentioned other causes for liver calcifica- 
tion and described the roentgenographic features as 
shown in the table above. 

Although Wells did not mention the possibility, 
deposits of Thorotrast within the liver may readily 
cause erroneous diagnosis of conditions causing calci- 
fication unless the fact of Thorotrast administration is 


remembered. (New England J. Med., 255:639, 1956.) 


Sustained-Release Sulfonamide 


BisHOFF REPORTS his experience with a new chemother- 
apeutic agent, sulfaethylthiadiazole, in sustained-re- 
lease form in the treatment of systemic infections such 
as are seen in everyday general practice. The medica- 
tion was administered every 12 hours. Once ingested, 
an immediate dose of the drug is released and the re- 
maining sulfaethylthiadiazole is released in continuous 
minute doses over a period of eight to ten hours, pro- 
ducing a prolonged even concentration in the blood. 

The medication was administered to 78 unselected 
private patients. Seventy-four were treated for infec- 
tions of the respiratory tract, and four were treated for 
infections of the urinary tract. Seventy-six (98 per cent) 
were cured or greatly improved. Two patients (2 per 
cent) failed to respond to therapy. None of the patients 
experienced untoward reactions (dermatitis, hematuria 


139 


7 


or renal blockage) during or following therapy. Com- 
plications or extensions of the original infection were 
not observed. However, several patients became rein- 
fected ten to 14 days after the original infection had 
subsided, and the medication had been discontinued. 

One or more varieties of staphylococci were identi- 
fied 91 times in cultures of 70 of the 76 patients. 
Eighty-two (90 per cent) of these organisms were sensi- 
tive to low concentrations of sulfaethylthiadiazole while 
88 (97 per cent) were sensitive to higher concentrations 
of the drug. 

Because of the increase in resistance of staphylococci 
to penicillin and, to a lesser degree, other antibiotics as 
well, infections caused by these organisms sometimes 
present a difficult treatment problem. The excellent 
clinical response shown by patients with infections due 
to one or more varieties of staphylococci during this in- 
vestigation indicates that sulfaethylthiadiazole is a note- 
worthy addition to the limited number of drugs to which 
this large group of organisms are still susceptible. 

Of importance too is the high degree of solubility of 
sulfaethylthiadiazole in the urine and the small amount 
of acetylation (inactivation) that it undergoes in the 
blood and urine. Obviously, with less drug being 
changed to an insoluble form, the chances of renal 
blockage are likewise reduced. (Antibiot. Med. & Clin. 
Therapy, 3:399, 1956.) 


Sulfamethoxypyridazine 


Bocer and his associates report their experience with 
a new antibacterial sulfonamide, sulfamethoxypyrida- 
zine. The drug is rapidly absorbed from the gastroin- 
testinal tract and therapeutically significant plasma 
concentrations are promptly achieved and maintained 
for many ours. Thus, following a single oral dose of 1 
Gm., patients show consistently demonstrable plasma 
concentrations for as long as 48 hours, and an occa- 
sional patient shows drug in the circulation for as long 
as 96 hours. When single 2-Gm. oral doses are admin- 
istered, the drug can be measured in the plasma for as 
long as 168 hours. 

Sulfamethoxypyridazine is slowly excreted into the 
urine both as free and acetylated compound. Although 
the authors have not observed crystalluria or hematuria, 
and there were no complaints referable to the urinary 
tract, the insolubility of the acetylated form and the 
fact that it appears in quantity in the urine suggest the 
need for care in its use. The authors recommend ade- 
quate fluid intake in any patient receiving this drug, in 
the same manner as is recommended when using the 
sulfonamides. Furthermore, the precaution of alkalin- 
izing the urine in conjunction with sulfonamide therapy 
seems to be a good one. The diffusion of sulfamethoxy- 
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pyridazine into the cerebrospinal fluid occurs to a 
greater extent than with some of the other more com- 
monly employed sulfonamides. (Antibiot. Med. @& Clin. 
Therapy, 3:378, 1956.) 


One-stage Total Colectomy 


Ravircu has reported the employment of ileostomy, 
and one-stage total colectomy in 27 cases. The pro- 
cedure was performed for ulcerative colitis, and for 
familial multiple polyposis. In the nine colectomies 
for polypoid adenomatosis, and in four of the 18 for 
ulcerative colitis, anal ileostomy was added. There was 
one death due to cardiac arrest, in a patient who devel- 
oped postoperative obstruction due to a previous Noble 
operation for abdominal adhesions. 

Indications for the one-stage ileostomy and colec- 
tomy in ulcerative colitis were: (1) intractable colonic 
disease with anemia, arthritis or incapacitating diar- 
rhea; (2) life-threatening, fulminating attacks with high 
fever, tachycardia, and edema or perforation; (3) mas- 
sive hemorrhage; and (4) long-continued disease with 
severe radiologic deformity, carrying danger of the 
development of cancer. 

The author recommended preoperative preparation, 
including protein replacement with blood or albumin, 
antibiotic bowel sterilization, and intestinal intubation 
with an indwelling, long, single-lumen tube. The oper- 
ation was performed in the combined lithotomy-Tren- 
delenburg position, through a low incision from the 
pelvis to above the umbilicus. After dividing the peri- 
toneal reflections, the colon was delivered outside the 
abdomen. The mesentery was divided and ligated. 
After freeing the large intestine to the levator muscles, 
perineal approach was utilized to deliver it. The ileos- 
tomy was placed in the midline, at the site of the 
excised umbilicus. (Ann. Surg., 144:758, 1956.) 


Adenocarcinoma of the Appendix 


SIERACKI AND TESLUK reported eight cases of invasive 
carcinoma of the appendix, and reviewed the literature 
of this unusual tumor. 

In outlining the pathological characteristics of the 
tumor, the authors pointed out that adenocarcinomas 
of the appendix, which do not invade the tunica sub- 
mucosa, carry a good prognosis and have not resulted 
in deaths. Those that are invasive frequently become 
disseminated rapidly, although this can be prevented in 
early stages by adequate surgery. 

It was stated that more than half of the patients have 
presenting symptoms of acute appendicitis. For this 
reason the correct diagnosis is almost never made pre- 
operatively. Although in lesions confined to the mucosa, 
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appendectomy may give reasonable assurance of a cure, 
in invasive tumors, hemicolectomy is indicated. When 
frozen section study is not available and malignant 
change is suspected, at least a resection of the lower 
cecum is recommended. A secondary hemicolectomy 
was advised if histological findings show invasion be- 
yond the submucosa, at the line of resection, or in the 
regional lymph nodes. 

The writers stated that prompt diagnosis, aided by 
frozen section study, can obviate dangerous delay in 
proper resection, and prevent needless secondary oper- 
ative procedures. (Cancer, 9:997, 1956.) 


Chronic Lymphocytic Leukemia 


On THE BASIS of long-term studies of nine cases of 
chronic lymphocytic leukemia, Houghie postulated 
that the natural course of this disease can be divided 
logically into three phases (see illustration below). Dur- 
ing the first “silent” phase of the disease, there are 
neither symptoms nor signs. Diagnosis would be sus- 
pected only on the basis of persisting lymphocytosis. 
This phase may last many years. 

The second phase also lasts for years. It is marked 
by signs (lymphadenopathy, marrow infiltration), but 
there are no symptoms. Finally, the “classic” picture of 
chronic lymphocytic leukemia is reached, and the 
patient has not many more months to live. (Ann. Int. 


Med., 45:39, 1956.) 


> Infiltration of liver 
Enlarged lymphoid 
tissue 
Splonomegaly 
Focal lymphocytic 
involvement of 
bone marrow 


gytosis 


Silent Phase Symptomless Phase 


Hiatus Hernia in Pregnancy 


GorBacu AND Rei undertook a study to determine the 
relative frequency of esophageal hiatus hernia as a cause 
of persisent gastrointestinal symptoms during preg- 
nancy. Fifty patients from a prenatal clinic who had 
heartburn, nausea and vomiting, or hematemesis in the 
latter part of pregnancy, were screened for the presence 
of esophageal hiatus hernia by means of a simple bar- 
ium swallow and fluoroscopy. Thirty-one, or 62 per 
cent, were found to have a hiatus hernia. 

Of the 31 patients with proved hiatus hernia during 
pregnancy, 28 (90 per cent) complained of heartburn 
that followed a definite clinical pattern. The heartburn 
was noted 30 to 60 minutes after a full meal or was in- 
itiated or aggravated by lying down. Antacids afforded 
relief in some cases and most patients were helped by 
standing or by sleeping with the head elevated. A few 
were improved by vomiting. 

Eleven of the 19 patients with negative x-ray exam- 
inations also complained of heartburn, but in these pa- 
tients the heartburn did not bear such a close relation 
to eating or to recumbency as in those with a demon- 
strable hiatus hernia. 

The patient’s age had no great effect on the devel- 
opment of hiatus hernia during pregnancy, the average 
age in the 31 proved cases being 28.9 years. This con- 
dition is definitely more common in multiparas, for 24 


of the 31 patients had borne children. Although in non- 
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pregnant persons severe degrees of anemia frequently 
accompany hiatus hernia, this was not found in the 31 
pregnant women. 

Treatment is largely symptomatic. Measures found 
to be most effective are elevation of the head of the bed, 
and frequent small feedings of a bland diet. Delivery 
was carried out without incident, and it was not neces- 
sary to terminate pregnancy prematurely or to perform 
Cesarean section because of the hiatus hernia. Surgical 
therapy was reserved for complications such as ulcera- 
tion, stricture for1aation or severe pain. Since increased 
intra-abdominal pressure is thought to be one of the 
predisposing factors to hiatus hernia, it is not unlikely 
that this fact is related to the occurrence of the lesion 
during pregnancy. (New England J. Med., 255:517, 
1956.) 


Dupuytren’s Contracture 


A sTupy was undertaken by Wolfe and his associates 
to determine the frequency of Dupuytren’s contracture 
in patients with chronic alcoholism and cirrhosis of the 
liver. Twenty-seven of 57 chronic alcoholics with cir- 
rhosis of the liver (47 per cent) were found to have 
Dupuytren’s contracture. The incidence among the 
males in this group was 66 per cent compared with 
only 18 per cent among the females. 

Among the 55 patients with chronic alcoholism with- 
out evidence of liver disease, Dupuytren’s contracture 
was found in 16 (29 per cent). The control group of 53 
hospital patients who were neither alcoholic nor had 
liver disease contained only four (8 per cent) with defi- 
nite changes in the palmar fascia suggesting Dupuy- 
tren’s contracture. 

The authors did not attempt to establish whether 
palmar contraction is the result of alcoholism or liver 
disease. However, on the basis of their findings it ap- 
peared possible that factors predisposing to hepatic in- 
volvement in the alcoholic person also contribute to the 
development of Dupuytren’s contracture. (New Eng- 
land J. Med., 255:559, 1956.) 


Syncope and Cardiac Disease 


SCHREADER EVALUATED the relative frequency in every- 
day cardiologic practice of syncope caused by or asso- 
ciated with cardiac disease or functional disorder of 
cardiac rhythm. Among 123 patients referred because 
of single or repeated episodes of fainting, 42 (34 per 
cent) were found to have either organic heart disease 
or a paroxysmal disorder of cardiac rhythm. Thirty- 
nine of these patients were diagnosed as having a car- 
diac arrhythmia, two had painless myocardial infarction 
and one patient had aortic valve stenosis with first- 


degree atrioventricular block. Atrial fibrillation and 
tachycardia were the most common disorders of rhytiim, 
In the two cases of myocardial infarction, syncope 
served as a pain equivalent and gave the clinical picture 
of silent myocardial infarction. The author also noted 
that the initiation of a rapid-rate arrhythmia was fre- 
quently associated with syncope in people over the age 
of 45. 

Although the narrow scope and selective nature of 
this investigation prohibits any correlation between 
these results and the over-all percentage of cardiac dis- 
ease or disorder that might be found in the vastly 
greater number of patients seen because of syncope by 
the general practitioner, it nevertheless indicates that 
syncope unless surrounded by unmistakable evidence 
of its etiology should warrant a search for cardiac ab- 
normalities, which may be either causative or coexistent 
factors. (Arch. Int. Med., 98:142, 1956.) 


Tuberculous Lymphadenitis 


ACETO DESCRIBES the management of tuberculosis of the 
cervical lymph nodes in seven patients in whom the 
disease had failed to respond satisfactorily to antimi- 
crobial or surgical therapy. The x-ray therapy consisted 
of irradiation twice a week for a total of five exposures. 
Each irradiation delivered 100r. (in air) generated by 
200 kilovolts constant potential with 0.5 mm. copper 
added filtration and a half-value layer of copper. All 
seven patients achieved excellent results from the addi- 
tion of x-ray therapy to antimicrobial therapy. The au- 
thor believes that best results in the therapy of tuber- 
culous lymphadenitis would be obtained in most cases 
using x-ray irradiation in combination with antimicro- 
bials and with surgery, if necessary. (Am. Rev. Tuberc., 
74:641, 1956.) 


Multiple Respiratory Carcinomas 


TWELvE cases of carcinoma of the larynx associated 
with or followed by bronchogenic carcinoma were re- 
ported by Lewis and Schaff. In none of the cases did 
the bronchogenic carcinoma precede the laryngeal car- 
cinoma. This should alert the clinician to watch the 
thorax in any person who has been treated for a laryn- 
geal carcinoma. When the laryngeal and bronchogenic 
carcinomas are found simultaneously, the bronchial 
lesion should be treated first, since it usually represents 
a more rapidly progressive tumor. Initial treatment of 
the bronchial lesion can be accomplished by doing a 
tracheostomy at the time of lung resection, thus avoid- 
ing trauma to the larynx by intubation. Later, the laryn- 
geal carcinoma may be treated by surgery or x-ray as 
may seem indicated. (Am. Rev. Tuberc., 74:438, 1956.) 
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Urticaria in Childhood 


ScHWARTZ reported succinctly on 27 cases of urticaria 
in children. Recurrences were uncommon (five cases 
only), the response of symptoms to antihistaminics was 
rarely convincing, and eosinophilia was not observed. 
These facts led the author to propose that the illness is 
probably not of allergic origin. 

On the basis of duration, the cases were divided into 
two groups: those with a median duration of two or 
three days and those with a duration of a week or more 
(see illustration at right). The author speculated that 
the type that lasts two or three days may represent a 
specific exanthem of infectious etiology (?viral). There 
was no special seasonal distribution of cases. (New 
England J. Med., 255:771, 1956.) 


Death from Myocardial Infarction 


IN A COMPREHENSIVE essay on the pathologic spectrum 
of coronary arterial disease, Edwards reviews the au- 
topsy observations of McQuay and his associates. These 
authors studied 133 cases of fatal acute myocardial in- 
farction. In only 40 per cent was there no evidence of 
previous infarction. The remainder had previous infarc- 
tion which was designated as “conglomerate” in most 
cases, “‘patchy” in the rest. The conglomerate scar is 
that which follows infarction of a gross mass of muscle. 
Many cases with conglomerate scars had various smaller 
scars scattered about the myocardium. 

Edwards emphasizes that the person who comes to 
necropsy has died as the result of but one significant 
episode. Usually there have been many preceding sig- 
nificant attacks from which the patient has recovered. 

In addition to infarction, severe narrowing of the 
coronary arterial system at one or two places alone is a 
common necropsy finding in patients over 50. This 
point is pertinent with regard to determining cause of 
death. Deaths due to other causes may be wrongly 
attributed to coronary disease because of these patho- 
logic evidences of severe coronary atherosclerosis. 
Knowledge of the patient’s course before death is 
necessary for the evaluation of such lesions. (Lab. In- 
vest., 5:475, 1956.) 


Effects of Death of a Child 


Coss HAs analyzed the reactions of parents and siblings 
to the deaths of children with cancer. The compre- 
hensive care of such patients includes the recognition 
and consideration of the psychologic impact of this 
event on the family. 

In many instances, the terminal course was charac- 
terized by temporary remissions in response to experi- 
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mental drugs. The consensus among parents questioned 
was that they were grateful for these hopeful periods. 
However, there was common agreement that when only 
suffering could be predicted, there was no desire to 
prolong the life. 

As for the effect of this tragedy on the marriage 
itself, it usually served to draw the two partners closer 
together. On the other hand, there were ill effects on 
siblings. Despite sincere parental attempts to deal with 
the situation, the other children in some families reacted 
with retardation and poor adjustment in school. This 
was due to the need for leaving the siblings for a time, 
and their living with other families. 

A great problem for parents was the preparation of 
children for the death of a brother or sister. It was 
frequently difficult to determine ‘what was going on 
inside” of other children in the family. Reactions 
ranged from dazed silence to the development of con- 
cern for their own health. 

Finally, it was possible for many parents to find great 
comfort in religion. 

(An editorial in the same issue points out that this is 
an unusual study to appear in a medical journal. It 
emphasizes the value of knowledge of the reactions of 
the family circle to prolongation of fatal illnesses. This 
knowledge will be of great moral help to the physician 
making the decision to use drugs that bring about 
temporary remissions.) (J. Pediat., 49:746, 1956.) 
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Diverticulitis and Carcinoma 


RavucH COLLECTED 118 patients with coexisting car- 
cinoma of the colon and diverticulitis. They studied the 
incidence, symptoms, and treatment of these lesions. 

The average age of the patients was 64 years. The 
oldest was 91 and the youngest 43 years of age. Fifty- 
seven per cent were men. Both lesions were in the same 
segment of colon in 73 per cent. The authors thought 
that the possibility of carcinoma influencing develop- 
ment of inflammation in diverticula could not be proven. 
The rapidity of metastatic spread of carcinoma occur- 
ring in the same segment as diverticulitis might, they 
believed, be influenced by the increased vascularity 
created through inflammation. Previous episodes of 
diverticulitis might provide reason for complacency of 
the physician, and symptoms derived from a more re- 
cent carcinoma of the colon could be overlooked. 

Only 28 of the 118 patients were alive and well five 
years after operation. Three were alive three to five 
years, and three from one to three years. Sixty died of 
recurrent carcinoma, 14 of operative deaths, six of non- 
carcinoma deaths, and four were lost to follow-up. Thus 
there was a significantly poorer prognosis among pa- 
tients with both diseases than among those with car- 
cinoma alone. 

Although the authors did not recommend colon 
resection for diverticulitis, purely on the basis of pos- 
sible coexisting carcinoma, they thought that a more 
aggressive surgical approach should be employed for 
patients demonstrating stenosis, massive hemorrhage, 
perforation and fistula formation. (Arch. Surg., 73: 
823, 1956.) 


Vein Resection in Post-thrombotic Disability 


JANSEN and his coworkers have performed resection of 
the femoral or popliteal vein in 29 legs, for relief of 
post-thrombotic disability. Previous writers have re- 
ported varying results after this procedure, the pur- 
pose of which is to reduce backflow through the valve- 
less deep veins. 

The authors examined several of their 29 patients by 
venography before operation. They found partially re- 
canalized veins in nine, and completely recanalized 
veins in nine. Criteria for evaluation of the effect of 
resection were bursting pain, edema and ulceration. All 
cases were examined immediately after operation, three 
months later, and a long period after operation. 

Pain, which was present in 26 legs preoperatively, 
was improved in 12 at three months, and in ten at their 
final follow-up. It was worse in four in the final evalua- 
tion. Edema, present in 28 patients preoperatively, was 
improved in six three months later, and in 12 at the 
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final evaluation. Ulcers were present in 17 legs preojer- 
atively. They were improved in six legs in the final 
analysis. 

Postoperative reduction of backflow, and the deyree 
of venous emptying was measured by plethysmograp hy. 
A reduction of the deep backflow was demonstrated in 
three of seven patients tested. In these three cases in- 
hibition of the venous emptying, and an increase of vol- 
ume during walking was demonstrated after three 
months. In all three, signs of increased obstruction had 
disappeared at the long term follow-up. There was a re- 
duction of volume during walking, probably due to the 
development of collaterals. All were improved clinically, 

After these investigations, the attitude of the authors 
to vein resection was in general reserved. (Bull. Soc. 


Internat. Chirurg., 15: 430, 1956.) 


Neurologic Complications of Aortic Surgery 


ADAMS AND VAN GEERTRUYDEN reported 24 instances of 
ischemia of the spinal cord associated with aortic sur- 
gery, gathered from the literature and from personal 
experience. They discussed the etiology of this impor- 
tant complication. Eleven of the cases developed paral- 
ysis following operations for coarctation, seven after 
aortic resection and six after temporary occlusion of the 
aorta. Several conclusions were drawn regarding the 
circulation of the spinal cord. 

The authors noted that the cord is protected against 
damage from infrarenal aortic surgery, either by absence 
of blood supply below renal vessels, or by collateral 
supply from a constant and important low thoracic 
spinal vessel when infrarenal supply is present. Only 
two types of suprarenal aortic surgery were found likely 
to cause spinal damage. These were temporary occlu- 
sion of the aorta below the subclavian artery and pro- 
cedures including ligation of lower thoracic intercostal 
vessels. The fact that temporary aorta occlusion can 
cause cord ischemia in one individual but not in another 
was explained by the extreme differences possible in 
segmented patterns of spinal cord blood supply. In the 
multi-segmented type, occlusion of the aorta results in 
greater interference with normal blood supply. 

Resection of lower thoracic aortic lesions was found 
to be safe only if the arteria radicularis magna arises 
from the abdominal aorta. This has been reported by 
other authors to occur in roughly 50 per cent of cases. 
No cases of cord ischemia were found following infra- 
renal resection of the abdominal aorta. 

The authors stated that neurologic complications 
after aortic surgery may be caused by ischemia of 
peripheral nerves to the lower extremities, resulting 
from prolonged occlusion of the abdominal aorta. (Ann. 
Surg., 144:574, 1956.) 
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This article is based on information supplied by the 
American Institute of Accountants, the national profes- 
sional organization of certified public accountants, and 
checked for technical accuracy by the Internal Revenue 
Service. 


LONG-RANGE TAX PLANNING under today’s high tax 
rates is no longer “big business.” Last-minute tax 
worrying with no year-around tax thinking can result 
in the loss of sizable savings for physicians with small 
and medium-sized incomes when it comes time to file 
a tax return. 

For example, assume that last summer you were 
forced to replace your air conditioner. You shopped 
around and found you could either sell your old unit 
to a private party for $500, or a dealer in town would 
give you a trade-in allowance of $500 on it. That 
seemed like six-of-one-half-a-dozen-of-another to you; 
so without thinking—or worrying—about tax matters 
you traded in the old air conditioner. 

To prove how such a seemingly simple business deci- 
sion such as this can affect how much tax you will 
have to pay, let’s assume further that the air condi- 
tioner which you traded had originally cost $2,500 and 
that you had taken $1,000 in depreciation on it. This 
meant its cost for tax purposes was $1,500, and you 
Were going to “lose” $1,000 whether you accepted the 
dealer's trade-in allowance of $500 or sold to the 
private party for $500. 

So far, still six-of-one-half-a-dozen-of-another, but 
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now since you elected to trade in your old air condi- 
tioner, let’s see how you can claim a deduction on a tax 
return for your $1,000 loss. The answer is simple. You 
can’t. All you can do is add the amount of the loss to 
the cost of your new unit, and eventually receive tax 
credit for your loss in the form of slightly higher 
depreciation deductions. 


Can Establish Loss 


On the other hand, if you had made a bona fide sale 
of your old unit to the private party and a separate 
purchase of a new unit from a dealer, you would have 
established a $1,000 loss which could be claimed as a 
loss deduction on a tax return and used to offset 
regular income. 

It is not always true, of course, that a loss deduction 
on the tax return is worth two in the bush of deprecia- 
tion. However, a general rule to consider when you are 
trying to decide whether it would be more advantageous 
tax wise for you to sell or trade in an asset is: Sell “loss” 
property to obtain a deduction, and trade “profit” 
property to avoid the tax which must be paid on any 
profit realized from the sale of an asset. 

You may find that you have sold yourself into a 
capital gains tax or traded yourself out of a loss deduc- 
tion if you have not figured your depreciated costs 
correctly. This is a matter you should discuss with 
your attorney or accountant. It could be that the 
method you used or are using is not the one most 
suited to your business needs from a tax standpoint. 


145 


Should Consider Cash Requirements 


For example, to determine whether you should use 
the straight-line or declining balance method to de- 
preciate your new air conditioner, you should consider 
your expected cash requirements and expected income 
for the next year. If you are thinking of expanding 
and need additional cash within the next few years, 
the “new” declining balance method to compute de- 
preciation might be to your advantage. 

The declining balance method “speeds up” or in- 
creases depreciation rates. This starts the chain re- 
action to your objective of retaining cash for expan- 
sion, because when you increase depreciation rates 
you also increase allowable depreciation deductions on 
your tax return. The amount you may write-off the 
first year is twice what it would be if you used the 
straight-line method; so by applying a $1,000 instead 
of $500 depreciation deduction against your regular in- 
come, you are going to reduce your taxes. Cash that 
does not have to be paid out in federal taxes can be 
retained for expansion purposes. 

However, it seems all good things eventually come 
to an end; and while in the first year the declining 


balance depreciation rate may be double that of the 
straight-line, this differential diminishes in succeeding 
years until declining balance deductions are even less 
than they would be under the straight-line method. 
This is why it is important that you consider current 
and future earnings before you select a depreciation 
method. 

The straight-line method does not “speed up” de- 
preciation deductions. It spreads them out equally over 
the estimated useful life of an asset; so when you use a 
straight-line method you are saving, in a sense, for a 
rainy day. When your earnings improve or increase, 
you will have more substantial depreciation deduc- 
tions to apply against those earnings. There usually is 
no point in increasing a loss or reducing low earnings 
by claiming additional depreciation deductions when 
you do not need them. 

A point to remember when you are trying to decide 
whether to buy new or used equipment is that second- 
hand equipment must be depreciated by the straight- 
line method. This tax factor should be considered, be- 
cause loss of the opportunity to use the declining 
balance method with its rapid write-off feature may 
cancel any immediate savings effected by the purchase 
of an expensive piece of used equipment. 


WHAT OTHERS ARE SAYING. 


Socialized Mental Health 


Tuose wuo deplore paternalism in government will find 
support for their views in a recent comment about its effect 
on mental health. 

The comment was made in Lewiston by John R. Butler, 
director of the Division of Mental Health of Idaho. While 
in Europe he observed the results when too much social 
responsibility is assumed by government. His program in 
Idaho is based on local activity to meet local needs. His 
insistence on utilization of local resources is due to the 
conditions he encountered in Europe. 


Dr. Butler stated that he was appalled by conditions of 


mental health in Europe, particularly in Sweden. As welfare 
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responsibilities are taken over by government, he finds that 
individual and family responsibilities become less. As this 
occurs, mental health deteriorates. He pointed out that in 
our own country when there is a lessening of the family 
responsibility, there is demand for the community to step 
in. If the community does not provide satisfaction, the state 
is asked for help in the problems of its citizens. Mental 
health suffers when this happens. 

The process is visible with remarkable clarity in Sweden. 
There the government has assumed a high level of social 
responsibility. Welfare of citizens is assured by the state. 
**Yet,” Dr. Butler says, “Sweden has the highest youth 
delinquency, the highest rate of alcoholism and the highest 
percentage of illegitimate children of any nation in the 
western world. I was amazed at the number of purposeless 
individuals—many of them alcoholics—walking the streets 
when I visited there.”—Northwest Medicine, 55:7:763, 1956. 
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Tueke Is a glaring need for training programs in gen- 
eral hospitals for general practitioners who wish to in- 
crease their surgical abilities and subsequently their 
surgical privileges. One active, working plan by which 
general practitioners are gaining increased surgical 
privileges is in operation at the Wichita-St. Joseph 
Hospital, Wichita, Kan. Details of this plan are de- 
scribed in the latter half of this article. 

Generally speaking, medical societies, hospitals and 
medical staffs in most areas make available some train- 
ing facilities and programs. However, such programs 
represent only a mere beginning toward providing the 
general practitioner with an opportunity to increase 
his skill and knowledge. Any program dedicated to 
maintaining high standards of medical care must in- 
clude provisions for training in all branches of the 
healing arts. 

It is unrealistic to wave the banner of specialized 
surgical care and insist that ‘only board certified sur- 
geons shall do surgery.” In small communities and 
rural areas, with excellent hospital facilities already 
available, the family doctor is the only available sur- 
geon. It is futile to discuss surgical residencies, board 
certification, pathologic audits and hospital surgical 
privileges under such circumstances. If the patient 
needs surgery, the family doctor operates. There is no 
practicable alternative. The active staff’s evaluation of 
the general practitioner’s abilities and integrity is the 
only logica! standard. It therefore becomes the duty of 
all general hospital staffs to provide the facilities and 
methods through which their members may advance in 
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in which the family doctor can improve 

his surgical abilities and gain additional surgical 
privileges. The latter part of his article sets forth 

the operation of one program designed to meet this need. 
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skill and training—and by so doing, increase their 
surgical privileges. 


Problem Is Geographic 


The general practitioner, as the family’s medical 
counselor, must have a thorough, up-to-date knowl- 
edge of medicine, surgery and their subdivisions. It is a 
rare family doctor who is not called upon first in an 
emergency, be it medical, surgical, obstetric or trau- 
matic. He must be prepared to evaluate major compli- 


The Wichita-St. Joseph Hospital, Wichita, Kan., has instituted a pro- 
gram whereby the general practitioner may augment his surgical 
skill, and ultimately his surgical privileges. This represents one at- 
tempt to meet the nationwide need for such training facilities and 
programs. 
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cations in all fields. The problem is not one of training 
family doctors to step in and substitute for board cer- 
tified specialists. It is rather one of geography, popula- 
tion factors, hospital facilities and local customs. 
Every family doctor who wants to do surgery should be 
allowed to handle surgical cases within the limitations 
imposed by his training, experience and demonstrated 
ability. More important, he should have an opportun- 
ity to increase his privileges by learning and demon- 
strating abilities in advanced procedures. 

Many established general practitioners have had two 
or more years’ service as military surgeons, during 
which they have assisted men of excellent training, and 
have also been allowed to perform basic surgical proce- 
dures themselves. In many instances, they have shown 
ability for competently handling major surgery and its 
attendant complications. To steadfastly and arbitrarily 
deny these men privileges is an unfortunate waste of 
training and ability. It is likewise wrong not to provide 
these men opportunities for further surgical training. 

The Academy has repeatedly underlined the impor- 
tance of residency training for general practitioners. It 
currently favors a two-year residency, with the first 
year devoted to medicine and the second year devoted 
to surgery or surgery and obstetrics. The Academy 
does not contend, however, that the general practi- 
tioner who plans to do surgery should be required to 
complete a four- or five-year surgical residency. In 
addition to being unduly burdensome and time-con- 
suming, such a requirement would place dispropor- 
tionate emphasis on surgery. Although a two-year resi- 
dency is ideal, it is only part of a training program and 
does not provide for the physician who has already 
established a private practice. 


Academy Supports Program 


Adhering to basic Academy objectives, a physician’s 
surgical training should not terminate with a residen- 
cy. No physician can ever complete his medical educa- 
tion, for there is too much to learn and too much daily 
progress in the fields of diagnosis and therapy. Keep- 
ing up is half the battle. For these reasons, the Acad- 
emy attaches great importance to in-hospital surgical 
training and welcomes and supports programs de- 
signed to provide this training. 

For physicians whose training did not include the 
recommended two-year residency, such programs are 
most important. It is equally important for a physician 
who, having completed a general practice residency, 
wants to supplement his training and ultimately be- 
come qualified for increased surgical privileges. 

Such a program has been established at the Wichita- 
St. Joseph Hospital, Wichita, Kan., through the cooper- 
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ative efforts of the general practice section of the staff, 
the surgical committee, and the hospital executive 
committee. As pointed out by the Academy’s Comnis- 
sion on Hospitals, any program must be adapted to 
local conditions, and modifications and improvements 
are certainly in order. It is hoped that this program 
may serve as a guide to others in planning in-hospital 
surgical training opportunities. 

In no manner do we wish to imply that such a pro- 
gram should constitute the only manner in which a 
member can qualify for advancement. A year of post- 
graduate training in surgery is highly desirable for any 
general practitioner who wishes to include surgery in 
his practice, but this should not be mandatory. 


Minor Surgery Requirements 


For minor surgical privileges, a physician must have 
been in active practice for one year and shall have done 
a minimum of 25 minor operations under supervision. 
A formal request is presented by a letter accompanied 
by a list of cases with chart numbers and names of sur- 
geons who have supervised the applicant’s work. The 
surgical committee takes one of three actions and noti- 
fies the candidate in writing of (a) approval for minor 
surgery (b) probationary approval with specific recom- 
mendations, or (c) refusal of privileges with the com- 
mittee’s recommendations. Upon successful attainment 
of minor surgery qualifications, a physician may pro- 
ceed to higher categories. 

Minor procedures include: 

Dilatation and curettage with cautery of the cervix. 

Tonsillectomy and adenoidectomy. 

Simple fractures. 

Nabothian cyst. 

Ganglion of the wrist. 

Small hemangiomas, superficial lymph nodes and 

superficial tumors. 

Biopsies of the cervix and superficial lesions. 

Removal of superficial foreign body. 


Group II Privileges 


This category includes (1) major surgery with re- 
strictions (limited surgical privileges), and (2) proba- 
tionary major surgery. 

To qualify, the physician must complete 100 major 
procedures arising from his own practice. No one pro- 
cedure may constitute more than 30 per cent of the 
total, and the candidate should work with two or more 
consultants so that a number of surgeons may become 
acquainted with his abilities. 

First 50 Cases: The first 50 of these cases are to be 
handled by a Group I surgeon, with the candidate 
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acting in the capacity of assistant to the consultant. 
The referring doctor’s fee shall be for diagnosis and 
work-up only. 

* Second 50 Cases: The second 50 cases are to be 
handled by the candidate with a Group I surgeon act- 
ing in the capacity of consultant and assistant. The fee 
of the Group I surgeon covers only consultation and 
assistance. 

In each case, the consulting (Group I) surgeon is 
asked to examine the patient prior to surgery and to 
submit a written consultation report. In elective proce- 
dures, the consulting surgeon is asked to see the pa- 
tient at his office prior to entering the hospital. The 
candidate is responsible for outlining the arrangement 
to the patient and for specifying who will perform the 
operation and who will assist. The patient is also told 
that he will receive separate statements. In all cases it is 
recommended that the total fee should not exceed the 
usual single fee charged for the procedure. 


Surgical Committee Must Approve 


When requesting privileges, either minor or ad- 
vanced, the applicant submits a list of his cases to the 
surgical committee, indicating patient’s name, hospital 
number, consultant’s name, diagnosis and disposition. 
The charts of all cases used should be reviewed by the 
applicant before they are turned in to the surgical 
committee, to be sure that (a) a postoperative note is 
attached giving the name of the procedure, surgeon 
and first assistant, fluids given, drains, packs and any 


other general information that is pertinent to that par- 
ticular operation ; (b) progress notes are complete with 
summary on dismissal from hospital; and (c) the sign- 
ing-out diagnosis is justified either by the pathologic or 
clinical findings. 

The surgical committee examines the charts sub- 
mitted by the applicant, obtains opinions of the con- 
sulting surgeons as to the candidate’s fitness for 
advancement, gives favorable consideration to all post- 
graduate work completed by the candidate, and may 
request the candidate to appear before the committee 
prepared to discuss any case submitted, including 
pathology, anatomy, diagnosis, treatment, possible 
complications, etc. The surgical committee may ap- 
prove the applicant for probationary major surgery or 
reject the application and make positive recommenda- 
tions. If probationary major surgical privileges are ap- 
proved, the physician remains on probation and has 
neither limited nor unlimited privileges until staff 
members have observed a sufficient number of cases to 
warrant promotion. 

As previously indicated, this plan is one in which 
general practitioners have gained, and are gaining, in- 
creased surgical privileges. It is far from perfect and 
has many inherent defects, but at least it is a beginning. 
The staff at the Wichita-St. Joseph Hospital, and es- 
pecially the surgical committee, are literally feeling 
their way in this new attempt to increase surgical 
privileges for the general practitioner who demonstrates 
the knowledge, ability and integrity to competently 
care for his patients. 


‘Life Span’ Delusion 


THERE Is VAST CONFUSION in the public mind between “life 
span” and “‘life expectancy,” with the general feeling that 
life is getting longer at the tail end of existence. Years have 
been added to the life span, but it is important to know at 
what time of life and how many years. 

Most of the gains in life span have little to do with geri- 
atric achievements. It is true that there are many more 
older people these days, but this is due as much to the 
greater number of all people as to the lengthening of life. 
It still is news when a person reaches 100, and this still is 
presumably about the limit to human existence. 

Life expectancy is quite different from life span. For a 
group considered at the time of birth, it is the expected 
average length of life of all its members—or the average 
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number of years to be lived per person. At any age follow- 
ing birth, life expectancy is the average number of years 
remaining to each person in the group. 

In 1850, life expectancy at birth was 38.3 years; in 1900, 
it was 48.2 years, and 1950, 66.8. This remarkable accom- 
plishment is due to the fact that fewer infants die than 
before. 

As one gets older, the statistics are less comforting. In 
the past 50 years, the entire gain in life expectancy for a 
person aged 60, for example, is no more than one year. 
The gains in later life are small because there has been 
little progress in controlling the diseases of old age. While 
tremendous strides have been made in infant mortality rates, 
for people with infections at any age, and for people in 
dramatic and potential danger from poliomyelitis, for ex- 
ample, little has been gained in the past century for older 
people. 
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“PVE HEARD what doctors’ consultations consist of. 
After looking at the pictures you talk about whist.” 

Doctors have learned a great deal about their consul- 
tation-referral problems since Sir Arthur Wing Pinero 
wrote these salty words in The Notorious Mrs. Ebbsmith. 
Some of the old referral practices, which caused so 
many misunderstandings, have become as outmoded as 
whist. Even so, the area of professional consultation still 
is dotted with too many cases of jealousy and distrust. 
The ideal—the general feeling of working as a team for 
the good of the patient—sometimes is not a reality. 

Actually, lack of understanding engenders many of 
the problems in this area of practice. General practi- 
tioners and specialists should approach their consulta- 
tion-referral relations with clear-cut understandings 
of the responsibilities both will have. Through sad ex- 
perience, they have learned that misunderstandings 
may result in charges of “patient stealing” or mishan- 
dling of cases. 

All consultations are based on the truism that the 
wise man seeks advice. It is significant that this princi- 
ple applies to specialists as well as to general practi- 
tioners. The Joint Commission on Accreditation of 
Hospitals’ 1955 revised standard on consultation car- 
ries an explanatory note defining a consultant as a 
“second physician” to examine and discuss the patient. 

“Determination of the consultant’s competence 
should be made by the staff,” the JCAH explained. 
**The standard applies to all physicians on the staff re- 
gardless of position. It is not intended that only certi- 
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Written reports help take the guesswork out of referrals and consulta. 
tions. The family doctor should send the consultant the patient's his- 
tory, physical findings, diagnosis, a description of treatment given ond 
pertinent information about the patient's financial status. The consult. 
ant, in turn, should send the family doctor a detailed written report of 
his findings and recommendations. 


MODERN CONCEPTS 
IN REFERRALS 


LOIS LAMME 


fied specialists act as consultants or are relieved of re- 
quiring consultations.” 

This new interpretation of consultations carries 
strong implications in cases where patients by-pass 
general practitioners and report to specialists for treat- 
ment. Conceivably, some of these patients should be 
referred to general practitioners for treatment which 
would normally come within their area of medicine. In 
many other cases, the patients make incorrect diagnoses 
of their own conditions and should be referred to a gen- 
eral practitioner who will assign them to the appropri- 
ate specialist. Such a practice would reduce the unwise 
tendency of that portion of the public which skips from 
specialist to specialist. 

The JCAH definition of “consultant” does not neces- 
sarily imply seniority. The standard requires that a con- 
sultant “‘must be well qualified to give an opinion in the 
field in which his opinion is sought.” If the chief of a 
service calls one of his junior men who may have been 
working in a special field, for instance, pulmonary 
physiology or hematology, the younger man serves as 
consultant and should write the consultation note. It is, 
of course, common practice for physicians to aid each 
other informally, but whenever the second physician 
makes a careful study of the patient’s problem, the 
consultation should be formalized by a note on the 
record. 

Consultations must be conducted on a frank and 
honest basis. When properly handled, the attending 
physician does not suffer from loss of professional pres- 
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tige in the eyes of the family but instead gains in pro- 
fessional stature and esteem. The family realizes that it 
has a medical counselor as well as a trustworthy physi- 
cian. It gives them a sense of security to know their 
family doctor will seek medical support for them when 
it is indicated. 


Can Reduce Complaints 


Complaints of patient-stealing would be encountered 
less often if the referring physician would clearly indi- 
cate whether he wants consultation or treatment. A 
specialist, for example, may justifiably complain if the 
family doctor has not given him adequate information, 
or if he has not clarified what the specialist is to tell the 
patient. 

The general practitioner should provide the consult- 
ant with necessary antecedent facts in the case and 
should let him know what he expects in the way of a re- 
port. The family doctor’s report should include the pa- 
tient’s history, physical findings, diagnosis, a descrip- 
tion of treatment given, and pertinent information 
about the patient’s financial status. Doctors sometimes 
feel reticent about relaying their diagnoses to consult- 
ants. Many times, however this reticence has resulted 
in duplication of time and effort. Referring physicians 
should inform the consultant about any other concur- 
rent disease not directly related to the condition on 
which he is asking a second opinion. Close teamwork 
is particularly important when coexistent medical 
conditions are present. 


Improve Referral Procedures 


More and more family doctors are using consultation 
and referral charts to present their findings to their 
consultants and to indicate requested disposition of the 
case. The Academy developed a referral chart in 1952 
which has proved quite popular and which still is avail- 
able at the headquarters’ office for $1.00 per pad of 100. 
This form is divided into three sections: The first 
introduces the patient to the consultant; the second 
is a case work-up pertaining to the illness, and the 
third is a requested disposition of the case. 

The form is filled out and sent to the consultant 
when the patient is initially referred. The upper two- 
thirds of the form provides the consultant with a con- 
cise record of the case up to time of referral. In the 
lower third of the page, the general practitioner can 
Suggest disposition of the case and outline his own 
future role. This chart represents one of the important 
means by which doctors have modernized their referral 
practices, 

Close collaboration of the consultant and the medical 
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CONSULTATION AND REFERENCE REQUEST 


Case Work-up Pertaining to This Iliness 


Positive Physical Findings: 


Laboratory and X-Ray Findings: 


Medication or Procedures Already Utilized: 


(Use reverse side for further information) 
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Introducing: Date: ; 
Referring Physician: : 
Tentative Diagnosis: 
History: 
Financial Recommendation: ie 
Requested Disposition of Case ‘ 
Consultation and report and: : 
Return patient as soon as consultation work-up is completed. 
Return patient after conclusion of care for this illness... 
Assume management for this particular 
Assume future management? within your fleld.............. 
Explain to patient: “ 
If surgery is indicated: 
Referring physician requests to: P 
= 


practitioner is, of course, a matter of great importance 
to the patient. He, too, should have a clear-cut under- 
standing of the role each doctor is to play. 


Guides Choice of Consultant 


One of the most difficult referral problems is that of 
helping the patient choose the best possible consultant 
for his particular illness. Most physicians like to give 
their patients the privilege of choosing their own con- 
sultants, but naturally they do not want them to select 
incompetent doctors. Many physicians have found it 
wise to offer the patient a choice of several good con- 
sultants. They say patients will likely be better satis- 
fied if the final decision is theirs. 

Sometimes a patient is determined to choose a con- 
sultant who would be incompetent. Naturally, the re- 
ferring physician does not want to disparage another 
doctor; yet, there are a few tactics often successfully 
used to steer patients away from unqualified doctors. 
These include suggesting that another physician has 
had special training in the area of medicine involved, 
suggesting convenience of location or personalized serv- 
ice. It is sometimes effective for the referring physician 
to say he has no knowledge of the competence of the 
patient’s choice of consultant, suggesting at the same 
time that he has worked a great deal with another 
highly qualified doctor. 

Some doctors prefer to choose their consultants 
without regard to the patient’s choice; others will say 
nothing and leave the decision entirely up to the pa- 
tient. The middle course outlined above, however, is 
probably the one most followed. Above all, the family 
doctor should make it obvious that concern for his 
patient’s welfare is his primary motive. 


Prepare Patient for Visit 


The patient must be prepared for his visit to the con- 
sultant. It is, of course, of prime importance to explain 
that a consultant is going to be used before he is actually 
on the scene—or presents a bill. Obvious as it seems, 
this important consideration is sometimes overlooked. 

Sometimes a consultation is required by hospital 
rule, as a neurologic consultation in a head injury or an 
obstetric consultation in a Cesarean section. The con- 
sultant may perform an invaluable service for which he 
should be paid, without having seen the patient in his 
conscious state. The patient should be informed that 
such procedure is required by hospital rule and that he 
should anticipate a bill. 

Required standards on consultation, evolved by the 
Joint Commission on Accreditation of Hospitals, stipu- 
late certain types of cases in which consultation with 
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another qualified physician shall be required. Ex: ept 
in emergency, consultation is required in all iirst 
Cesarean sections and in all curettages or other proce- 
dures by which a known or suspected pregnancy may 
be interrupted. The same requirement shall apply to 
operations performed for the sole purpose of steriliza- 
tion on both male and female patients. Included in con- 
sultations required under this standard are all those 
which are required under the rules of the hospital staff. 

The JCAH standards further specify: ‘In major sur- 
gical cases in which the patient is not a good risk, and in 
all cases in which the diagnosis is obscure, or when 
there is doubt as to the best therapeutic measures to be 
utilized, consultation is appropriate. Obviously, judg- 
ment as to the serious nature of the illness and the 
question of doubt as to diagnosis and treatment rests 
with the physicians responsible for the care of the pa- 
tient. It is the duty of the hospital staff through its 
chiefs of service and executive committee to see that 
members of the staff do not fail in the matter of calling 
consultants as needed.” 


Should Explain Tests 


Wasted fees, wasted visits and misunderstandings 
may be expected if patients are not prepared for con- 
sultation services. The patient should be told what to 
expect in regard to procedures, time required, and the 
consultant’s fees, plus related costs of possible labora- 
tory or x-ray procedures. 

In accordance with the specialist’s wishes and sub- 
ject to his guidance, the general practitioner must see 
that his patient is properly prepared for laboratory 
procedures that will be required by the specialist. 

Parties concerned with the welfare of the sick should 
take full cognizance of the patient’s total problem. The 
scope of medical responsibility which each party 
should assume should be recognized and accepted. For 
instance, a surgeon is sometimes handicapped by being 
called in to perform an operation, with the implication 
that he will not participate in the postoperative care of 
the patient. Satisfactory surgery on an injured hand, 
for example, can be followed by stiffness and poor func- 
tioning if the surgeon is not allowed to closely super- 
vise important postoperative care. This, of course, 
violates the very purpose of patient referral. 


GP Should Follow Case 


The referring physician is not to be excluded from 
his patient after calling in the opinions and skills of 
another doctor. Attendance and interest of the refer- 
ring physician is important, since he is responsible for 
the over-all care of his patient. The general practition- 
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er can interpret the consultant’s findings and recom- 
mendations to the patient and serve in the important 
role of friend and counselor. 

Short, informal, friendly visits by the family physi- 
cian, with no charge, build goodwill, and the patient 
does not feel that he has been “shoved off” on another 
doctor. Unnecessary visits, for which the patient is 
charged, are to be avoided. They reflect discredit not 
only on the individual physician but on the profession 
as a whole. 

In recent years, the consultation itself has become 
more informal and casual. Formerly, doctors would 
meet at the bedside of the patient, follow this with a 
private discussion of the case and then issue a joint 
pronouncement to the family. Consultations are now 
usually conducted in the following manner: Ambula- 
tory patients are generally sent to the office of the con- 
sultant. Hospitalized cases, of course, are seen in the 
hospital, and it is recommended that the general prac- 
titioner be with his patient when the consultant makes 
his examination. In addition to the service to the pa- 
tient, there is an educational benefit to the physician. 
Many misunderstandings are due to poor communica- 
tions between doctors, and therefore it is best that the 
referring doctor and consultant see the patient to- 
gether. 

No matter how it is conducted, the consultation is 
actually a joint effort. If there is a difference of opin- 
ion, the general practitioner and the consultant should 
examine the patient together and if necessary seek the 
advice of other doctors. In most cases, the family phy- 
sician prefers to be consulted before any treatment is 
undertaken. He does not want to drop the case and 
allow the consultant to assume all the responsibility 
for treatment of the patient. 


Written Report Necessary 


The aftermath of a referral is another crucial stage 
in general practitioner-consultant relations. Harmon- 
ious relationship of the two physicians here is deter- 
mined in large part by the manner in which the second 
physician reports his findings. The consultant, of 
course, has the responsibility of reporting to the family 
doctor his findings, diagnosis, outline of treatment 
given or surgery performed, and his recommendations 
for further treatment. He invites gross misunder- 
standing if he gives his consultation report orally. Of 
course, the consultant may telephone the referring 
doctors and briefly outline his findings and recom- 
mendations. However, a detailed written report must 
follow. It can be referred to again and again and is a 
safeguard against imperfect memory. It is easier to 
grasp and may be read at leisure. 

A common professional hazard arises when the con- 
sultant suggests a different treatment from the one pre- 
scribed by his family doctor. The consultant, therefore, 
has the dual responsibility of justifying the consulta- 
tion without impairing the confidence of the patient in 
his family physician. The consultant must also be ex- 
tremely careful in what he says about the referring 
physician’s services. Indiscretion has resulted in many 
malpractice suits. 

The framework of consultation embraces many po- 
tential hazards. Many of them can be eliminated, as 
indicated above, by taking the guesswork out of refer- 
ral-consultation procedures. The physicians concern- 
ed should dedicate themselves to clear agreements all 
along the line. These agreements should be made clear 
to the patient. Many problems are largely solved once 
they are clearly defined. 


Infant Recording Artists 


A TRANSCRIPTION frequently heard in the California Hospital 
(Los Angeles) waiting room sounds like this: 

“Calling Mr. Smith. Calling Mr. Smith.” 

(Cries of the newborn infant) 

“This is Dr. Johnson, Mr. Smith. You have just heard 
the voice of your baby boy, born at California Hospital 
today, August 1, at 2:15 a.m. Mother and baby are doing 
nicely. And, Mr. Smith, in three minutes come to the dou- 
ble doors in the corridor and meet your new son. Later 
you may also see your wife in her room. That is all!” 
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Hospitals reports that these transcriptions of the baby’s 
first “song” have been hit records at the California Hospi- 
tal for several years. They conserve time for doctors, in- 
terns and nurses who were continually asked about the 
mother’s condition, The broadcasts also keep fathers and 
relatives in the waiting room and out of busy corridors. 

The hospital recently purchased a recording device to 
make records of the infant’s first cry, which are given to 
the mother with a souvenir birth certificate when she leaves 
the hospital. The microphone is in a utility room between 
two delivery rooms and is actuated by a foot control oper- 
ated by the doctor as he gives the routine spanking. 

Some parents duplicate records to use as unusual birth 
announcements. 
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MEDICAL STAFF FUNDAMENTALS 


THE GOVERNING BODY of a hospital must obviously 
delegate the responsibility of medical functions to the 
medical staff. Only the medical staff can assume re- 
sponsibility for the quality of medical care rendered to 
patients. In order to fully carry out this responsibility, 
it is incumbent on every medical staff to be self-ap- 
praising and self-regulatory. Although the methods 
and procedures used to accomplish this must be de- 
termined by the local hospital staff, they must be 
predicated on fundamental principles and controls 
which cannot be ignored by any hospital medical staff. 

The Standards for Hospital Accreditation of the Joint 
Commission on Accreditation of Hospitals places on 
the medical staff the responsibility for constant analysis 
and review of the clinical work done in a hospital. The 
following help the staff to carry out this responsibility. 


Selection of Physicians 


The selection of physicians to be recommended for 
medical staff appointments should be based on the 
following principles: 

1. A license to practice medicine is not a guarantee 
of competence in any field. All that it confers is a legal 
right—not a moral right. 

2. Privileges should be extended to all qualified 
physicians to practice in the hospital in the fields of 
general medicine, surgery, pediatrics, obstetrics, gyne- 
cology and other specialties according to experience, 
judgment, ability and competence as evaluated by the 
Credentials Committee and recommended to the staff 
and to the board. 

3. Individual merit and competence should be the 
sole criteria for selection and under no circumstances 
should the accordance of staff membership or profes- 
sional privileges in a hospital be dependent alone upon 
certification or membership in specialty societies. 

In advising the governing body concerning the 
appointment of a physician, the medical staff should 
indicate the scope of privileges which should be ac- 
corded to him. To guide the Credentials Committee or 
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The December, 1956, BULLETIN OF THE JOINT COMMIS=I0N 
ON ACCREDITATION OF Hospirats is reprinted here 
because we believe it contains information 

that will be helpful to all members. 

The principles of the organization and operation 

of medical staffs are stated in a brief but lucid manner. 
This BULLETIN covers the functions of major committees, 
of clinical review meetings, of a department 

of general practice, and of the responsibilities 

and privileges of the general practitioner. 


those assigned this function, the by-laws, rules and 
regulations of the medical staff should define and 
delineate privileges. This is a difficult task and can be 
done only at the local level. Some hospitals use cards 
purchased from medical record companies. Smaller 
hospitals frequently define major and minor privileges 
in medicine, surgery, and obstetrics and gynecology 
and the privileges of an individual physician are de- 
termined in each of these three major services. 

Granting privileges is a grave responsibility and 
must be thoughtfully and carefully carried out. Staffs 
and hospital boards should remember the Ohio Su- 
preme Court decision, “Where a public charitable 
hospital failed to exercise due and reasonable care in 
the selection of physicians . . . and injury results from 
the incompetence or negligence of such persons, the 
hospital is liable.” When a physician has been ap- 
pointed, the privileges granted to him should be on 
file in the office of the hospital administrator. In the 
case of surgical privileges, a duplicate copy should be 
on file in the operating room. 


Effective Organization Essential 


Constant analysis and review of the clinical work 
done in the hospital can be carried out only by effec- 
tive organization of the medical staff with each member 
assuming his share of responsibility. It means real 
down-to-earth leadership and planning, often taking 
considerable time, resulting occasionally in loss of 
both patients and income. Accepting a staff office and 
committee membership is not just a paper honor; it 
means accepting responsibility for thoughtful conduct 
of executive and administrative affairs and dedication 
to high standards in maintaining quality patient care. 

Effective medical staff organization implies able 
officers, functional by-laws, rules and regulations and 
actively working committees. The control of profes- 
sional work can come only from a conscientious staff 
which at all times keeps the welfare of the patient fore- 
most in mind in all its deliberations. The committees 
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most directly concerned with the review of patient 
care are: 

1. Medical Records Committee 

The Medical Records Committee supervises and 
appraises the quality of medical records to insure their 
maintenance at or above the required standard. The 
word quality is the key word. It is true that the com- 
mittee member checks for completeness, accuracy and 
delinquency, but as he reads each chart, his comment 
to himself should be, “‘I believe that this case was well 
handled so far as the documentary evidence is con- 
cerned and if it becomes mandatory for another physi- 
cian to continue the case, he could carry on from this 
chart without detriment to the patient.” 

2. Tissue Committee 

The Tissue Committee studies and reports to the 
staff on the agreement or disagreement among the pre- 
operative, postoperative and pathologic diagnoses and 
on whether the surgical procedures undertaken in the 
hospital were justified or not. This study also includes 
those procedures in which no tissue was removed. The 
key word is justification and it has many connotations. 
The committee member in reviewing the case asks 
himself, ‘‘Was this operation necessary? Was the case 
properly worked up? Was the timing good? Was the 
operation adequately performed? Was the entire 
handling of the case adequate and sufficient?” 

3. Credentials Committee 

The Credentials Committee reviews applications for 
appointment and reappointment to all categories of 
the staff. They delineate the privileges to be extended 
to the applicant and make appropriate recommenda- 
tions to the staff. 


Review Medical Care 


Meetings of the staff are an important tool in the 
evaluation of clinical work. Staff and departmental 
meetings are held for the purpose of reviewing the 
medical care of patients within the hospital and those 
recently discharged and not for the presentation of 
scientific papers or discussions. It is here that the staff 
learns of the activities of the departments and com- 
mittees and formulates policies and procedures to 
keep patient care at a high level. Only by being aware 
of what is currently being done can any conscientious 
hospital staff hope to improve its results and build up 
additional skills. So that there is a record of what 
transpires, minutes of discussions of medical meetings 
should be concisely recorded and reveal a thorough 
review and analysis of the clinical work done in the 
hospital. 


Minutes of meetings should give evidence of the 
follow ng: 
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1. A thorough review of the clinical work done by 
the staff on at least a monthly basis. This includes 
consideration of selected deaths, unimproved cases, 
infection, complications, errors in diagnosis, and re- 
sults of treatment. 

2. Consideration of the hospital statistical report 
on admissions, discharges, clinical classifications of 
patients, autopsy rates, and other pertinent hospital 
statistics. 

3. Roll call of those in attendance and those absent 
whose cases were discussed. 

4. Medical record number and date of admission of 
the cases discussed. 

5. Names of discussants. 

6. Duration of the meeting. 


Functional Division Desirable 


Division of the staff into services or departments to 
fulfill medical staff responsibilities promotes efficiency 
and is recommended in larger general hospitals. Func- 
tional division of the medical staff into more than the 
minimal medical and surgical services is frequently 
desirable. It is necessary that each autonomous service 
or department be organized and function as a unit. 

Since the General Practice Department is not a 
clinical entity, the responsibilities of this department 
are not those of a clinical service. Because misinterpre- 
tation of the standards relating to general practice 
departments continues, the commissioners of the Joint 
Commission on Accreditation of Hospitals wish to 
reaffirm their stand on this matter. 

1. The responsibilities of this department shall be 
limited to administration and education. It shall not 
be a clinical service and no patients shall be admitted 
to the department. If and when desirable, however, the 
department may be made responsible for conducting 
the outpatient clinic in whole or in part. 

2. Since the Department of General Practice will 
not have a separate service, the members of the General 
Practice Department shall have privileges in the clinical 
services of the other departments in accord with their 
experience and training, on recommendation of the 
Credentials Committee. In any service in which any 
general practitioner shall have privileges, he shall be 
subject to the rules of that service and subject to the 
jurisdiction of the chief of the clinical service involved. 

3. The medical staff should give to the General 
Practice Department such administrative responsibili- 
ties in the conduct of medical affairs as are desirable 
to meet the needs of the hospitals. 

4. The Joint Commission endorses and recommends 
that Departments of General Practice be established 
in hospitals where the size of the hospital and the 


155 


| 
1 


educational facilities make such an organization pos- 
sible and feasible. 

5. Any action to create a Department of General 
Practice should be initiated by the generalists on the 
staff of a given hospital. 

6. A General Practice Department should have fair 
and equitable representation in all staff activities of 
the hospital. 

7. A generalist should be granted hospital privileges 
according to his training, ability, and demonstrated 
competence. 

8. A well-functioning General Practice Department 
in a hospital is considered an attribute by the com- 
mission. 


A physician when accepting a hospital appointment, 
assumes responsibility for supporting medical staff and 
hospital policies. He becomes a creative force in 
formulating future policies and standards of patient 
care. He works through the staff organization to 
maintain high standards. He supervises those less 
experienced and accepts supervision from those more 
experienced. He accepts controls as a protection to 
himself as well as to others. He contributes to the 
teamwork required in the modern practice of medicine. 
He makes it possible for the medical staff to be truly 
self-appraising and self-regulatory. 

Kenneth B. Babcock, m.p. 
Director 


Be PERSONAL CONSUMPTION EXPENDITURES, 1953 
a All other expenses $10. 7 ‘billion 
Funeral and burial $1.2 
= 
¥ Cosmetics and beauty services $2.9 billion 
— 
& Religious and welfare activities $3 billion 
Medical care $10.2 billion 
ay Recreation $11.8 billion 
Alcoholic beverages and tobacco $14.2 billion 
an Private avto purchase and maintenance $23.6 billion 
Pi Clothing and accessories $24.7 billion 
Housing $27. 6 
Household operating expenses "$30. 2 ‘ee 
Food and billion 


Per cent of total consumer expenditures ° 


The Health Information Foundation reported recently in Progress in Health 
Services that the average American family spends 4 to 5 per cent of its 
annual income for medical and related health services. Of the total 
national health bill for 1953 ($10.2 billion) the average per capita ex- 
penditure by U.S. males was $51 and by females $80. According to 
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these figures, the U.S. family still spent less for medical service than for 
recreation, alcohol, autos, housing and foods. In 1953 physicians’ 
services accounted for 37 per cent of all personal health charses; hos- 
pital costs, 20 per cent; dental work, 16 per cent; medicine, 15 per cent. 
Other goods and services comprised the remainder. 
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« the family doctor's own magazine 


“I will give instruction 
by precept, by discourse, 


and in all other ways...” 


—Oath of Hippocrates 


Axsout the most painless instruction you can give— 
painless to you and the “disciples bound...” 

—is a special student subscription to GP. 

It costs just five dollars to send the next 12 issues 

to a student, intern, resident, fraternity or library. 


GP helps them get understanding 


Future physicians benefit immensely from 

the authoritative yet fresh, down-to-earth articles in GP. 
They find new significance in lectures and lab work. 
They begin to see in truer focus the challenges 

and satisfactions of general practice. And they welcome 
the magazine’s bright easy-to-read make-up. 

(Compare the appearance and readability of this copy 
with any other medical publication.) 


A FOLDER ANNOUNCES YOUR GIFT 

Upon receipt of your instructions, a folder goes out to each recipient, 
telling him of your gift. You needn’t send any money now; we'll 
start the magazine immediately and bill you. 


\ 


ption to GP (at $5 per year) for: 


MARK AND MAIL THIS COUPON TODAY! 


The American Academy of General Practice 
Volker Boulevard at Brookside 
Kansas City 12, Missouri 


CO resident O fraternity 0 library 


Bill me. 


(MAKE CHECK PAYABLE TO: GP) 


% 
= 
= ty, Zone, State 


CONVENIENT “CATCH-UP” 
WHILE TRAVELLING 


| 
SETWEEN PATIENTS 
ONLY OCCASIONALLY) 


FOR QUICK REVIEW 
OF TROUBLESOME cases 


OVURING “TIME-OUTS” 
AT THE HOSPITAL 


Whenever and wherever a spare moment arises, 


nothing fills the bill as well as 
Disease-a-month’s 


Fast-reading Pocket Monographs on Today’s 


Urgent Medical Problems 


EpitortaL Boarp: Mark Aisner, M.D., Chairman, Charles H. Burnett, 
M.D., Maxwell Finland, M.D., Hugh H. Hussey, M.D., Franz J. Ingel- 


finger, M.D., Jack D. Meyers, M.D., Myron Prinzmetal, M.D. 


Here is a series of pocket-size 30-40 page clinical 
monographs which even the busiest physician can 
find time to read—very concise, very compact, 
written in terms of office and bedside practice, 
authored by leading American authorities, de- 


voted to the urgent and troublesome problems of 
modern medical practice. 

Any physician regularly reading the monthly DM 
monographs, will be possessed of an unbelievable 


wealth of clinical data suitable for immediate 


application and invaluable for future reference. 
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SOME FORTHCOMING ISSUES 
The Purpuras Electrolyte Disturbances in 
Malignant Lymphomas , Congestive Heart Failure 
and Leukemias Anxiety States 
Amebiasis Gout : 
pasted Stones Disorders of Menstruation 
The Year Book Publishers, Inc. 


ys 200 East Illinois Street, Chicago 11, Illinois 


(CO Enter my peal in to DM beginning March 1957, at 
annual fee of $9. OD postpaid. 


0 Binder to hold 12 issues, $1.25, postpaid. 


DISEASE-A-MONTH 


GP Volume XV, Number 3 


: 

ite 

i 

GP 3-57 
| 


Surgery for General Practice. By Victor Richards, M.D. Pp. 947. 
Price, $17.50. The C. V. Mosby Co., St. Louis, Mo., 1956. 


In writinc this book, Dr. Richards has made a very worth- 
while contribution to modern literature available to the 
general practitioner. It will be found useful not only to the 
generalist who does considerable surgery, but to the man 
who does no major surgery, because it also deals with minor 
procedures applicable to the office. 

The author does not write of total gastrectomies, Whipple 
operations, pneumonectomies, but rather confines his book 
to diagnosis and treatment of the large number of surgical 
conditions with which the general practitioner is confronted 
daily in his practice. There are chapters on Local Anesthesia, 
Care of the Injured, Infection and Chemotherapy in Sur- 
gery, and Anticoagulants; Venous Thrombosis; and Pul- 
monary Embolism, as well as chapters discussing surgical 
conditions involving all the systems of the body. 

This book is well written, well organized and as the title 
would indicate, it is specifically for the generalist. 

—Georce E. Burkert, JR., M.D. 


Clinical Unipolar Electrocardiography. By Bernard S. Lipman, 
M.D. and Edward Massie, M.D. Pp. 397. Price, $7.50. The 
Year Book Publishers, Inc., Chicago, 1956. 


TuE THIRD edition of this brief but concise volume is de- 
signed for elementary instruction in unipolar electrocardi- 
ography. As in previous editions, all material is presented 
simply and briefly with a minimum of controversial issues. 
Numerous schematic diagrams interspersed throughout the 
discussion enhance the book’s teaching value. Presentation 
in this issue is designed for the student, house officer and 
general practitioner without previous knowledge or experi- 
ence in this field. 

New material has been added on congenital heart disease, 
subendocardial fibroelastosis, carcinoid syndrome, and 
paroxysmal atrial tachycardia with atrioventricular block. 
A complete chapter on vector interpretation and vectorcar- 
diography is a welcome addition. The section of illustrative 
electrocardiograms has been expanded by addition of nu- 


merous tracings on congenital and acquired defects amena- 
ble tos: rgery. 


GP March 1957 


Practitioner's Bookshel! 


There are a few sections which warrant comment. The 
illustrative tracings, which remain separate from the text, 
would enhance the effectiveness of the book if included 
within the discussion. More descriptive clinical data would 
improve the teaching value of these tracings. The descrip- 
tion and explanation of P wave changes are inadequate. In 
discussion of electrical positions of the heart, the last para- 
graph tends to describe left and right ventricular hyper- 
trophy rather than pure axis deviation, as was inferred. In 
addition, future editions could be improved by inclusion 
of digitalis in the list of drugs responsible for false positive 
exercise tests. 

The printing, reproductions and binding are excellent, 
and there is a good bibliography and index. This volume 
should be of value to practitioners, students and house 
officers interested in learning unipolar electrocardiography. 

—StTan ey M. SILVERBERG, M.D. 


Pulmonary Emphysema. Edited by Alvan L. Barach, M.D. and 
Hylan A. Bickerman. Pp. 545. Price, $10.00. The Williams 
and Wilkins Co., Baltimore, 1956. 


THE DiAGNosis of pulmonary emphysema is supported on a 
tripod of abnormalities—one clinical, the second physio- 
logic and the third anatomic. Recognition of the role of 
physiologic abnormalities in this condition represents a 
relatively recent addition to our knowledge of emphysema, 
and such information has led to significant advance in its 
treatment. Drs. Barach and Bickerman have indicated their 
cognizance of the need for such a broad, combined ap- 
proach. 

A panel of distinguished contributors has covered ade- 
quately all of the major facets of the emphysema problem. 
Notably outstanding discussions deal with the work and 
mechanics of breathing, cor pulmonale, and certain aspects 
of pulmonary physiology. 

Unfortunately, however, the editors have failed to achieve 
a cohesive unit by allowing a considerable area of needless 
overlap of information. The editors also seem unduly con- 
cerned with certain specialized aspects of oxygen therapy, 
to which an inordinate amount of space is allocated. Re- 
moval of this repetitive and tangential material could easily 


reduce the present volume below its ponderous 545 pages, 
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with no sacrifice of adequacy of coverage, and with a gain 
in readability. 

These faults in the present volume tend to obscure the 
veritable storehouse of valuable information which it con- 
tains. However, with a little “streamlining,” the book 
would certainly become a valuable reference for any physi- 
cian who is called upon to deal with problems of chronic 
pulmonary disease. —KENneETH M. Moskr, M.D. 


Diseases of the Heart. 2nd ed. By Charles K. Friedberg, M.D. Pp. 
1,161. Price $18.00. W. B. Saunders Co., Philadelphia, 1956. 


THIS WELL-KNOWN TEXT has been extensively revised and 
expanded into a very impressive second edition. Its orienta- 
tion toward pathologic physiology, and the inclusion of 
sections on the more technical aspects of modern day 
cardiology—the “graphic methods”—make Dr. Fried- 
berg’s book one of the most comprehensive in the field. 

A feature evident at first glance is the length of reference 
lists at the end of each chapter. These add up to a 
monumental bibliography of thousands of up-to-date refer- 
ences that is of great value in itself. In addition, the refer- 
ences are keyed into the text, unlike many modern clinical 
textbooks. 

Those portions of the book that describe the clinical 
manifestations of heart diseases are indeed done well. How- 
ever, the general excellence of the book is best appreciated 
by reading those portions relating to current views on 


mechanisms of disease, for example: the pathogene-is of 
atherosclerosis, circulatory compensations for heart failure, 
the hemodynamics of valvular disease and pulmonary ‘unc. 
tion in relation to cor pulmonale. New diagnostic, therapeu- 
tic and surgical techniques are thoroughly described. 

Finally, the print is large and the illustrations clear, 
(There are more than 150 figures, but they do not seem 
abundant in relation to the size: of the volume.) 

This book should be a very practical addition to the 
library of the general practitioner, as well as the internist 
and cardiologist. —Joun C. Ross, 


Progress in Radiobiology. Edited by Joseph S. Mitchell, Barbara E. 
Holmes and Cyril L. Smith. Pp. 557. Price, $12.75. Charles € 
Thomas, Springfield, Ill., 1956. 


THIs BOOK represents proceedings of the fourth International 
Conference on Radiobiology held in Cambridge, England, 
in August, 1955. It is a handsome volume, well made and 
with an adequate index. This is a book which will be of 
great interest to the biologist, to the physicist and the 
geneticist. It probably has little or no interest for the average 
practitioner of medicine. 

Notation of a few of the titles of the contributions indi- 
cates the range of knowledge covered: “The Effects of 
Ultraviolet Light on the Protein and Nucleic Acid Metab- 
olism of the Different Parts of the Starfish Oocyte,” “Ki- 
netics of Open Systems Applied in Radiation Biology,” 
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*Photodecomposition of Pyrimidine Compound,” “The 
Biochemical Aspects of Chromosome Rejoining,” ‘The 
Hydrogen Effects in the Study of Radiation Damage Due to 
Radicals.” From these few examples, it will be apparent that 
this is the stuff from which medical progress arises but 
which has no immediate practical application to the prac- 
tice of medicine. The book, in the language of the editors, 
is of value for demonstrating the collaboration necessary be- 
tween investigators trained in the wide range of scientific 
disciplines applicable to this field. —Lowett S. Go1n, M.D. 


Textbook of Urology. By Victor F. Marshall, M.D. Pp. 268. Price, 
$5.50. Harper & Brothers, New York, 1956. 


THIS EMINENTLY readable textbook on urology is particularly 
well adapted to the needs of the medical student or intern. 
It also will be a valuable addition to the library of the gen- 
eral practitioner. Most formal textbooks on urology have 
become two or three volume works well utilized by the 
urologist or the urologic resident ; but, they are too formid- 
able in scope to provide ideal reading for the student trying 
to learn the basic elements of urology as one among a num- 
ber of courses. 

Dr. Marshall has presented a concise, authoritative 
treatment to all phases of urologic diagnosis and therapy 
of significance to the generalist. He has avoided the error 
of oversimplification and at the same time has provided ex- 


cellent bibliographic references on the more complex sub- 
jects. The illustrations are simple and clear. 

This reviewer heartily commends this treatise to all 
general practitioners. Further, all urologists teaching in 
medical schools and hospitals will do well to bring this fine 
guidebook on urology to the attention of their students. 

—Horace W. M.D. 


A Textbook of Pathology, 8th ed. By E. T. Bell, M.D. Pp. 1,028. 
Price, $14.50. Lea & Febiger, Philadelphia, 1956. 


Dr. E. T. Bet, emeritus professor of pathology, University 
of Minnesota, Minneapolis, with his contributors from the 
same university, Dr. B. J. Clawson and Dr. J. S. McCart- 
ney, presents his eighth edition of A Textbook of Pathology 
which has long been an authority in medical circles. 

It is of necessity a lengthy treatise, but I found the read- 
ing matter very well assembled and organized and, to the 
busy practitioner of medicine, not too time consuming. 
This is due in part to the clarity and precision with which 
each subject is handled and in part to the 545 full illustra- 
tions and a number of color plates. To the generalist, this 
eighth edition of A Textbook of Pathology is an easily di- 
gested reference authority. 

Many of the chapters, particularly those on Diseases of 
the Kidneys, Diabetes Mellitus, Heart Disease, Digestive 
Organs and Electrolytic Balances, are conclusive and ap- 
parently based on original, personal investigations of the 


_ Alone: Serpasil successfully reduces blood pressure, slowly and safely, in 


about 70 per cent of cases of mild to moderate hypertension.’ 


As a “primer”: Serpasil may be advantageously used to begin antihyper- 
tensive therapy, however severe the case, since it gently adjusts the patient 
to the physiologic setting of lower pressure. 


5 2 As a “background” agent throughout other therapy: Serpasil permits lower 


dosage of the more potent antihypertensives needed for refractory cases, 
thus minimizing the incidence and severity of side effects. 


1. Coan, J. P., McAlpine, J. C., and Boone, J. A.: J. South Carolina M.A. $1:417 (Dec.) 1955. 

SUPPLIED: TABLETS, 4 mg. (scored), 2 mg. (scored}, 1 mg. (scored), 0.25 mg. (scored) and 
0.1 mg. ELIXIRS, 1 mg. and 0.2 mg. Serpasil per 4-ml. teaspoon. PARENTERAL SOLUTION: 
AMPULS,2 mi., 2.5 mg. Serpasil per ml. MULTIPLE-DOSE VIALS, 10 mi., 2.5 mg,Serpasil per mi. 
SERPASIL® (reserpine CIBA) 


C 1B A 


T 


‘ 
1 
t 
al 
4 
f 
i 
en 
A eca ) 
| 
3 . 
4 
q 
| 


authors. Conclusions are approached by sound analyses 
and painstaking thoroughness. 

Dr. Bell’s A Textbook of Pathology can be wholeheartedly 
recommended to the generalist as a book replete with a 
wealth of medical knowledge so necessary in this age of 
scientific application. —C. K. Rose, JR., M.p. 


Diseases of the Chest. By H. Corwin Hinshaw, M.D. and L. Henry 
Garland, M.D. Pp. 727. Price, $15.00. W. B. Saunders Co., 
Philadelphia, 1956. 

Tuis 1s an excellent work that is both complete and well- 

balanced and therefore should be welcomed by general 

practitioner and specialist. This volume, written by an in- 
ternist and radiologist, proves to be a happy collaboration, 
for the authors’ combined experience brings to the reader 

a wealth of information. 

All phases of diseases of the lung, pleura, diaphragm and 
mediastinum are discussed authoritatively in 40 chapters. 
All the important developments in diagnosis and therapy 
are given proper emphasis. This in itself is rather remark- 
able considering the tremendous advances which have been 
made in the field of thoracic disorders. 

Each chapter is headed by a table of contents which helps 
to orient the reader. A modern list of references follows 
each chapter, but of more importance are the annotated 
articles listed at the bottom of the pages to emphasize par- 
ticular points. 


The illustrations are profuse, and beautifully re ro- 
duced, and the legends are exceptionally complete. 

To the reviewer this is unquestionably the best available 
text on the subject. —-Sor Katz, 


Influenza. By C. H. Stuart-Harris, M.D. Pp. 235. Price, $6.00. 
Edward Arnold & Co., London, 1953. 


InFLuENzA and related virus diseases have been a subject for 
medical investigation for centuries. Much misinformation 
about respiratory syndromes is still present in our medical 
thinking. The contents of this book clearly set forth that 
which is known and that which is theory. 

Every general practitioner meets scores of conditions 
described in this text. The laboratory: research portion may 
not be of special interest to the practitioner, but chapters 
11, 12, 13 and 14 go extensively into the clinical side of 
these diseases. The clinically centered physician will enjoy 
the methods used in differential diagnosis. In days of reli- 
ance on laboratory procedures, it is refreshing to see an 
exposition of clinical observations set forth so factually. 

Chapters 13 and 14 deal with prevention of acute respira- 
tory disease. Many helpful suggestions are offered. Treat- 
ment is largely empirical, yet some progress is being made. 
Any procedure which adds to the comfort of the patient is 
worthwhile, and valuable pointers along this line are 
offered by the author. 


Chart (left) shows 
blood levels practically 
double with Tetrex 


— from 3 independent studies by 


P. A. Bunn, M.D., Sol Katz, M.D., 


and G. A. Cronk, M.D., on 188 patients 
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Evaluation of this book leads one to this conclusion: 

1. It describes the accumulated historical data of influ- 
enza and virus diseases. 

2. It sets forth the known laboratory and animal experi- 
mentation. 

3. It classifies clinical syndromes of the virus group of 
diseases. 

4. It offers suggestions for prevention and treatment of 
these conditions. 

Finally, the author offers a balanced concept of respira- 
tory disease in which clinical observation plays an impor- 
tant role. 

I believe that every practitioner of medicine should be 
acquainted with the facts so logically accented in this 
publication. General practitioners are usually the first to 
see acute respiratory infections. I can recommend this 
publication unreservedly for their reading. 

—M. B. M.D. 


Psychocutaneous Medicine. By Maximilian E. Obermayer, M.D. 
Pp. 487. Price $9.75. Charles C Thomas, Spring field, Ill., 1955. 


Tus BooK deals with the nebulous field of the psychiatric 
aspects of dermatology. This provides a good review of 
practically the whole field of dermatology, for in addition 
to the considerable number of “true dermatoneuroses,”’ 
there is an impressive list in which emotional factors are 
usually important, and a longer list in which psychic fac- 


—eoch capsule equivalent te 250 Mg. tetracycline HCI 
—average adult dose 1 capsule q.i.d. 


tors are often present though not always important. In ad- 
dition, there is a good discussion of historical and theoreti- 
cal considerations of various kinds, and some practical 
advice as to methods of handling patients both diag- 
nostically and therapeutically. 

The book is interesting and well written; it holds atten- 
tion as a scientific treatise often does not. 

A nonpsychiatrically trained physician tends to feel 
more or less incredulous that emotional factors can be as 
important in producing organic manifestations as the author 
intimates. Perhaps specifically, it is hard to believe that 
there are as many sexual implications as Dr. Obermayer 
suggested. Though this leads to the suspicion that the au- 
thor’s enthusiasm may have led to overemphasis, neverthe- 
less, the book appears to be well documented both by the 
author’s own experience and by references to the litera- 
ture on psychocutaneous medicine. 

Many general practitioners might feel that this book is 
too limited and specialized in scope to be of interest to 
them. The fact is, however, that this is precisely the type 
of help that general practitioners could very profitably 
avail themselves of. The general practitioner first sees the 
great majority of all skin problems. If he is familiar with 
the point of view expounded in this book, he and his 
patients may be saved a fair amount of trouble from mis- 
directed and overenthusiastic treatment. 

—Wiua Putnam, M.D. 
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Each Multiple Compressed Tablet of MEPROLONE 
provides the inseparable antiarthritic, antirheumatic 
benefits of: 

1. Prednisolone buffered—the newest and most po- 
tent of the “predni-steroids” for prompt relief of 
joint pain and arrest of the destructive inflammatory 


process. 

2. Meprobamate—the newest and safest of the 
muscle-relaxant tranquilizers for profound relaxa- 
tion of skeletal muscle in spasm. 

Tolerance to this combination is good because there 
is little likelihood of sodium retention, potassium 
depletion or gastric distress with buffered predniso- 
lone, and meprobamate rarely produces significant 
side effects in therapeutic dosage. 

An additional important therapeutic benefit, often 
overlooked, stems from the tranquilizing action of 
meprobamate. This component of MEPROLONE re- 
lieves mental tension and anxiety so often manifest 
in arthritics, making them more amenable to other 
rehabilitation measures. 


INDICATIONS: A wide variety of conditions, in which 
four symptoms predominate: a) inflammation 4) muscle 
spasm ¢) anxiety and tension @) discomfort and disability; 
i.e., rheumatoid arthritis, rheumatoid spondvlitis (Marie- 
Striimpell disease), Still’s disease, psoriatic arthritis, osteo- 


Therapeutic benefits of MEPROLONE compared with traditional 


impats 
| 
Tranquilizers 


.M mate is the only tranquilizer with 
muscle-relaxant actin. 


arthritis, bursitis, synovitis, tenosynovitis, myositis, fib 
sitis, fibromyositis, neuritis, acute and chronic low ba¢ 
pain, acute and chronic primary and secondary fibrosi 
and torticollis, intractable asthma, respiratory ; 
allergic and inflammatory eye and skin disorders (asm 
tenance therapy in disseminated lupus erythema 
periarteritis nodosa, dermatomyositis and scleroderm#) 


SUPPLIED: Multiple Compressed Tablets in bottles 
100 in two formulas as follows: Meprotone-1—1.0 me 
of prednisolone, 200 mg. of meprobamate and 200 mg. 
dried aluminum hydroxide gel. MEPRoLONE-2— 

2.0 mg. of prednisolone in the same formula. 
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News 


Scientific Exhibits Total to Top All Previous Assemblies 


77 Exhibits To Be Displayed in St. Lovis— 
28 of Them Making First-Time Appearances 


INCREASINGLY, in numbers as well as in quality, the sci- 
entific exhibits become a more fruitful source of post- 
graduate education during the Annual Scientific As- 
semblies. At the meeting in St. Louis this month, a total 
of 77 scientific exhibits will be on display—the largest 
number in the history of the Academy. In addition, 
some nine organizations will present exhibits that por- 
tray special services to physicians and varied opportuni- 
ties for further postgraduate study. 

Physicians attending the Assembly who have been 
accustomed to finding scientific exhibits grouped ac- 
cording to subject areas will discover that this pro- 
cedure has not been followed in St. Louis. 

Because of the construction of Exhibition Hall in 
Kiel Auditorium, it was necessary to fit the exhibits into 
available spaces, without regard for their relationship 
with adjoining displays. Consequently, you will find a 
presentation on cutaneous tumors of children cheek to 
jowl with an exhibit on tranquilizers—and next to that 
the description of a new thyroid hormone. 

If you like this innovation, or if you feel it hampers 
the continuity of thinking and lessens the value of the 
material, the Subcommittee on Scientific Exhibits 
would be interested in your reactions, as a guide to 
future planning. 

The 77 exhibits range through 16 subject areas, from 
anesthesia to traumatic surgery. Over one-third of 
them —28, to be exact—are being presented for the first 
time at the St. Louis Assembly. An additional five were 
desiyned originally for the 1956 meeting of the Michi- 
gan chapter. There is special cause for Academy pride 
in tle fact that Academy members are participating in 
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four of the exhibits—further evidence that the general 
practitioner is making his contribution to the advance- 
ment of medical knowledge. 

It would be almost impossible to pick out a few of 
these exhibits as “outstanding.” Dr. Elmer Ridgeway, 
Jr., chairman of the subcommittee, points out that this 
group represents the final screening of over 300 exhib- 
its, originally seen at other meetings or for which ap- 
plications were received at Headquarters. So they are all 
outstanding. 

We might call attention to a group of seven, pre- 
sented by members of the American Rheumatism Asso- 
ciation, with which is included a “Consultation Booth,” 
where you may discuss with some of the country’s top 
authorities any of your difficult or recalcitrant arthritic 
and rheumatic cases. 

From the standpoint of novelty, we might mention 
Dr. Boines’ live model demonstrations of muscle test- 
ing, the exhibit outlining 
the role of hypnotic anes- 
thesia in obstetrics and gyn- 
ecology, the demonstra- 
tions of tonometic examina- 
tions for glaucoma, a study 
on the “hangover chemi- 
cals” in various types of 
liquors. But we should also 
report some significant new 
work on iron poisoning, a 
simplified x-ray technique 
for more accurate cephalo- 
pelvimetry, an outlined pro- 


Elmer Ridgeway, Jr., M.D. 


Is chairman of the Subcom- 
mittee on Scientific Exhibits. 
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... your treatment can make the difference 


In angina pectoris: “. . . the difference between com- 
plete, or almost complete, absence of symptoms, or 
a prolonged illness with much suffering” may lie in 
routine prophylaxis with Peritrate.! 


New studies continue to confirm the effectiveness of 
this long-acting coronary vasodilator. “Impressive and 
sustained improvement” is observed in patients on 
Peritrate therapy.” 


Simple prophylaxis: Peritrate is not indicated to abort 
the acute attack (nitroglycerin is still the drug of 
choice). However, you can reduce or eliminate nitro- 
glycerin dependence and provide continuing protec- 
tion against attacks of angina pectoris with Peritrate. 
Prophylaxis is simple: 10 or 20 mg. of Peritrate before 
meals and at bedtime. Maintenance of a continuous 
daily dosage schedule is important for successful 
therapy. 


Peritrate has been demonstrated to prevent or reduce 
the number of attacks, lessen nitroglycerin depend- 
ence, improve abnormal EKG findings and increase 
exercise tolerance. 3.4.5 


The specific needs of most patients and regimens are 
met with Peritrate’s five dosage forms: Peritrate 10 
mg. and 20 mg. tablets; Peritrate Delayed Action (10 
mg.) for continuous protection through the night; 
Peritrate with Phenobarbital (10 mg. with phenobar- 
bital 15 mg.) where sedation is required; Peritrate with 
Aminophylline (10 mg. with aminophylline 100 mg.) 
in cardiac and circulatory insufficiency. 


Usual Dosage: 10 to 20 mg. before meals and at 
bedtime. 


References: 1. Rosenberg, H. N., and Michelson, A. L.: Am. J. M. 
Sc. 230:254 (Sept.) 1955. 2. Kory, R. C., et al.: Am. Heart J. 
50:308 (Aug.) 1955. 3. Winsor, T., and Humphreys, P.: Angiology 
3:1 (Feb.) 1953. 4. Plotz, M.: New York State J. Med. 52:2012 
(Ave. Dailheu-Geoffro: ‘Quest-Médical, vol. 3 
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cedure for mass tuberculin patch testing—and dozens 


of others. 


It sums up that no man in general practice should 
miss this collection of scientific exhibits, if he can pos- 
sibly get there. It may not be “the biggest show on 
earth,” but quality-wise it is tops. Every recess period 
spent in the exhibit section is guaranteed to give you 
a wealth of take-home pay in the form of useful know- 
ledge applicable to your practice. 

The following is the complete pre-Assembly listing of 


scientific exhibitors: 


Organization or Individual 


Title of Exhibit 


Alcoholics Anonymous, Inc., 
New York, N.Y. 


American Association of Blood 
Banks, Miami, Florida 


American Heart Association, 


Inc., New York, New York | 


Armed Forces Institute of Pa- 
thology, Washington, D.C. 
Frank J. Ayd, Jr., M.D., Balti- 
more, Md. 

Baldwin and Mermey, New 
York, N.Y. 

Harry E. Banghart, M.D., 
Philadelphia, Pa. 

William K. Bannister, M.D., 
Hartford, Conn. 

Malcolm L. Barnes, M.D., 
Louisville, Ky. 

Robert W. Bartlett, M.D., St. 
Louis, Mo. 

Rhoslyn J. Bishoff, M.D., 
Dover, Delaware 


Grosvenor W. Bissell, M.D., 
Buffalo, N.Y. 

George J. Boines, M.D., Wil- 
mington, Dela. 


James Barrett Brown, M.D., 
St. Louis, Mo. 


R. V. Chapple, M.D., Raritan, 
New Jersey 

C. C. Coleman, Jr., M.D., 
Charlottesville, Virginia 

The College of Medical Evan- 
gelists, Los Angeles, Cali- 


fornia 


Commission on Professional 
and Hospital Activities 


Inc., Ann Arbor, Mich. 


Harold W. Dargeon, M.D., 
New York, N.Y. 


Joseph C. Edwards, M.D., St. 
Louis, Mo. 


Eduar: Eichner, M.D., Cleve- 
land, Ohio 
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‘Alcoholics Anonymous’’ 


Association of Blood 
Banks—Serves’”’ 

**The American Heart Associa- 
tion Serves the Physician’’ 
“Army Internship and Resi- 
dency Training Programs”’ 
**Putting Psychiatry Back Into 

Medicine’? 


Congeners Story”? 


“Osteoporosis, A Common Me- 
tabolic Bone Disease”’ 

**Physiological Treatment of 
Asphyxia Neonatorum’’ 

““Cervicitis and the General 
Practitioner’’ 

“Extrahepatic Bile Duct Ob- 
structions’? 

°*A New Sustained Release An- 
tibacterial Agent in General 
Practice’’ 

**Trtiodothyronine, A New Thy- 
roid Hormone’? 

**Muscle Failure in Neuromus- 
cular Disturbances’’ 

“Repair of Facial Deformities 
and Internal Wiring of 
Fractured Jaws’’ 

**The Use of the Enzyme Plas- 
min in Clinical Therapy”’ 
“Reconstructive Surgery of the 

Head and Neck’? 
‘Audio-Visual Refresher 
Courses in Postgraduate 
Medicine’’ 
“The Professional Activity 
Study”? 


**Selected Cutaneous Tumors of 
Childhood’? 

**Medical Management of the 
Hypertensive Patient’’ 


**Premenstrual Tension Syn- 
drome’’ 


Organization or Individual 


Title of Exhibit 


Dwight C. Ensign, M.D., and 
John W. Sigler, M.D., De- 
troit, Mich.; Donald F. Hill, 
M.D.andW. Paul Holbrooke, 
M.D., Tuscon, Arizona 

Frederick H. Falls, M.D., 
River Forest, Ill. 

John T. Ferguson, M.D., Tra- 
verse City, Mich. 


W. S. Flanagin, M.D., Augus- 
ta, Georgia 

Vernelle Fox, M.D., Atlanta, 
Georgia 

Harrett E. Gillette, M.D., At- 
lanta, Ga. 

Walter C. Gray, M.D., St. 
Louis, Mo. 

Milton Gross, M.D., Jersey 
City, N.J. 

George S. Hackett, M.D., Can- 
ton, Ohio 


Carroll A. Handley, Ph.D., 
Houston, Tex. 


Edward F. Hartung, M.D., 
New York, N.Y. 


W. E. Henrickson, M.D., Pop- 
lar Bluff, Mo. 


N. C. Hightower, M.D., Tem- 
ple, Texas 


James P. Jobe, M.D., El Reno, 
Okla. 


Frank J. Kelley, M.D., Detroit, 
Mich. 

Stuart C. Knox, M.D., Los 
Angeles, Calif. 


William S. Kroger, M.D., 
Evanston, Ill. 
Herbert S. Kupperman, M.D., 


New York, N.Y. 


William A. Leff, M.D., New- 
ark, N.J. 


Liberty Mutual Insurance 
Company 

Robert K. S. Lim, Ph.D., Elk- 
hart, Ind. 

Edward W. Lowman, M.D., 
New York, N.Y. 

P. C. Lund, M.D., Johnstown, 
Pa. 

GC, E. Lyght, M.D., Rahway, 
New Jersey 

Gordon McHardy, M.D., New 
Orleans, La. 


“Rheumatoid Arthritis: Diag- 
nosis and Treatment”’ 


**Version and Extraction”’ 


**Chemical Control of Abnormal 
Behavior’? 


"Plastic Surgery for Defects of 
the Mid-Face’’ 

°*A New Tool in the Manage- 
ment of Alcoholism”? 


**Total Management of Muscle 
Dysfunction”? 

“Community Case Finding 
Program in Tuberculosis”? 
"The Significance of Melituria 

in Pregnancy’? 

‘Referred Pain and Sciatica in 
Back Diagnosis’’ 

**The Action of Mercurial Di- 
uretics and the Fractionation 
of Excretory Products’? 

**Paget’s Disease, an Example 
of a Disease with which Ar- 
thritis is . Frequently Asso- 
ciated”? 

**Constipation in General Prac- 
tice’’ 

Ulcerative Colitis— 
Diagnostic and Therapeutic 
Considerations”? 

**Treatment of Functional Bow- 
el Disease—A New Thera- 
peutic Concept’’ 

“The Neglected Feet of Chil- 
dren”’ 

**Practical Control of Emotion- 
al Disturbances”’ 

**Psychosomatic Obstetrics and 
Gynecology: Hypnoanesthesia 
in Obstetrics and Surgery”’ 

**Corticoid Therapy in Gyne- 
cology”’ 

"Oral Chlormerodrin Clinical- 
ly Effective Without Renal 
Toxicity”? 

Rehabilitation Center— 
Its Role in Recovery”’ 

**The Phamacology of Ectylu- 
rea, a Neurosedative’’ 

**Self Help Devices for Arthri- 
tic Patients”? 

‘Epidural Anesthesia in Gen- 
eral Surgery’’ 

**Novobiocin—a new Antibiot- 


ic”? 


"Erosive Esophagitis’’ 
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THE BIO-FLAVONOIDS 


A — group of clinical reports today 
indicates the importance of the Citrus Bio- 
flavonoids in health and disease. 


Yet it was over 30 years ago that the first 
report of Sunkist Bio-flavonoid Research 
was published. As the manufacturer of 
citrus products, Sunkist Research has con- 
tinued to produce standardized Citrus Bio- 
flavonoids to the Pharmaceutical Industry. 


CITRUS BIO-FLAVONOIDS 
Hesperidin 
Hesperidin Methyl Chalcone 
Lemon Bio-flavonoid Complex 
Calcium Flavonate Glycoside 


CLINICAL APPLICATIONS 
Extensive Bio-flavonoid bibliography, re- 
porting investigation over many years, is 
rapidly being favorably documented. 

Hesperidin and the other Citrus Bio- 
flavonoids have been found effective as ad- 
juncts in the treatment of disease syndromes 
in which capillary abnormalities appear 


at both subclinical and clinical levels. 


Indications for the use of the Citrus Bio- 
flavonoids are on a twofold basis, as: 1. Nu- 
tritional factors. 2. Therapeutic agents. 


Many therapeutic uses are as yet in 
suggestive and indicative stages—respiratory 
disease, etc. Conclusive evidence is being 
documented in the prenatal control of 
habitual abortion and in vascular disease. 


Hesperidin and other Citrus Bio-flavonoids 
in combination with therapeutic agents and 
nutritional factors are available to the med- 
ical profession as specialties developed by 
leading pharmaceutical manufacturers. 


PHARMACEUTICAL SALES 
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Organization or Individual 


Title of Exhibit 


Organization or Individual 


Title of Exhibit 


Metropolitan Life Insurance 
Company 

Marvin Moser, M.D., White 
Plains, N.Y. 

John H. Moyer, M.D., Hous- 
ton, Texas 

Herschel S. Murphy, M.D., 
Roselle, N.J. 

Muscular Dystrophy Associa- 
tions of America 


A. L. Natenshon, M.D., Mil- 
waukee, Wisc. 
The National Foundation for 


Infantile Paralysis, New 
York, N.Y. 

National Society for Crippled 
Children and Adults, Inc., 
Chicago, Ill. 

National Society for the Pre- 
vention of Blindness, New 


York, N.Y. 


Mr. William Nelligan, Kansas 
City, Kansas 


M. M. Nickels, M.D., and 
Frank V. Z. Linn, M.D., 
Traverse City, Michigan 

B. M. Norcross, M.D., Buffalo, 

The Ophthalmological Foun- 
dation, Inc., New York, 
N.Y. 


Louis T. Palumbo, M.D., Des 
Moines, Iowa 


Planned Parenthood Federa- 
tion of America, Inc., New 
York 22, N.Y. 

Theodore A. Potter, M.D. and 
Theodore B. Bayles, M.D., 
Boston, Mass. 


E. L. Quinn, M.D., Detroit, 
Michigan 


Walter J. Reich, M.D., Chica- 
go, Ill. 


Newton Ressler, Ph.D., Eloise, 


Mich. 


Wayne Rohse, Ph.D., Chica- 
go, Ill. 


Jesse L. Serby, M.D., Syra- 
cuse, N.Y, 


John Sigler, M.D., Detroit, 
Mich. 


S. William Simon, M.D., Day- 
ton, Ohio 


GP March 1957 


°*A New Focus—Perinatal Mor- 
tality”? 

“Drug Therapy of Hyperten- 
ston’? 

“Use of Ganglionic Blocking 
Agents in Hypertension”’ 

*‘Oxytocics in the Third Stage of 
Labor”? 

‘Muscular ‘Dystrophy—Clini- 
cal Aspects— Characteristics 
—-Genetic Factors-—Research”’ 

**Stimulation versus Tranquili- 
zation in Office Practice’? 


*Immunize Against Poliomyeli- 
tis 


**Aids for the General Practi- 
tioner Working With Crip- 
pled Children”? 


**Early Detection of Glaucoma”’ 


*‘Opportunities in the Postgrad- 
uate Medicine for Doctor in 
General Practice’? 

**Ectylurea: A New Calmative 
for the Relief of Anxiety and 
Tension States’? 

*Osteoarthritis”’ 


**Glaucoma Research Project’? 


**Partial Gastrectomy with or 
without Vagus Resection for 
Duodenal and Marginal 
Ulcer’? 

“The Quest for Fertility Con- 


trel”’ 


“Rheumatoid Spondylitis’? 


‘Oral Penicillin V in the Treat- 
ment of Bacterial Endocardi- 
tis’? 

"Gynecologic Surgery—llllus- 
trations, Discussions of Tech- 
nique, Pitfalls and Compli- 
cations’? 

“Pathogenesis of Arteriosclero- 
sis’? 


*Tron Poisoning’? 


**Balanced Mechanisms in Hy- 
pertension”’ 

*"Do you have a question, Doc- 
tor?”’ 

**The Use of a New Respiratory 
Index for the Evaluation of 
Xanthine Drugs in Chronic 
Pulmonary Disease’? 


J. Milton Singleton, M.D., 
Kansas City, Mo. 


Penn G, Skillern, M.D., Cleve- 
land, Ohio 


Richard T, Smith, M.D., Ken- 
neth M. Kron, M.D., Phila- 
delphia, Pa., and Eugene G. 
Lipow, M.D., Washington, 
D.C, 

Southern Pediatric Seminar, 


Saluda, N.C. 


Otto Steinbrocker, M.D. and 
Thomas Argyros, M.D., 
New York, N.Y. 

Walter Sussman, M.D., Phila- 
delphia, Pa. 

Walter W. Tillman, Jr., M.D., 
Springfield, Missouri 


Elam Toone, M.D., Rich- 
mond, Virginia 


Byron M. UnKauf, M.D., New 
Orleans, La. 


U. S. Public Health Service, 
Washington, D.C. 

David Volk, M.D., Cleveland 
Heights, Ohio 

George L. Walker, M.D., De- 
troit, Mich. 

Frank Webster, American 
Trudeau Society, New York, 
N. Y. 

Sylvester F. Williams, M.D., 
Bethesda, Md. 


The World Medical Associa- 
tion, New York, New York 


‘Cervical Cancer Control in 
Private Practice’’ 

**Struma Lymphomatosa: New 
Concepts of Pathologic Physi- 
ology, Diagnosis and Treat- 
ment’” 

**Soft Tissue Injection of Mus- 
culo-Skeletal Conditions”’ 


**Southern Pediatric Seminar’ 


**Painful Shoulder Syndromes” 


**Celphalo Pelvimetry and Foe- 
tal Salvage”’ 

**The Role of Anesthesia in Ma- 

ternal and Infant Mortal- 

ity”? 

“Rheumatoid Arthritis: Corre- 
lation with other Connective 
Tissue (Collagen) Diseases”’ 

**Conservative Treatment of 
Some Common Fractures”’ 


**Service with Distinction”’ 
**4ids to Subnormal Vision’’ 


**Treatment of Hemorrhoids”? 


Clinical Diagnostic Studies 
Utilizing Radioactive Iso- 
topes”’ 

**The World Medical Associa- 
tion”? 


Special Events to Star Chapter Functions 
Nite, President’s Reception, Melodrama 


SpEcIAL activities for the 1957 Scientific Assembly, 
which will feature for the first time a night for State 
Chapter Functions, are in readiness for March 25-28 


in St Louis. 


Many states are planning receptions, dinners and 
parties for Chapter Functions on Monday, March 25. 
All doctors will be invited to a party that evening being 
given by the St. Louis and the Missouri chapters in the 
Gold Room of the Sheraton-Jefferson. Notice of indi- 
vidual chapter parties will be published in the March 25 
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ALLERGY 


Just as medicine has solved “unconquerable” 
problems . . . so too, have BiB technologists 
broken the barrier for orange juice in the 
pediatric dietary. 


Employing advanced techniques, BiB voids 
allergy-causing seed protein and irritating 
citrus oil to negligible factors, as proved in 
controlled clinical studies.* 


With flavor control and feeding ease, BiB 


assures daily intake of Natural-Food Vitamin 
C (40mg/100cc), plus the supporting Natural- 
Food Nutrients. 


Write for samples and clinical studies. BiB 
Corp., Box 866-G, Lakeland, Fla. 


_ Malone, B. Ratner, M. Retsina, S. Untracht: Allergeni- 
& Processed Foodstuffs. J. of Pediatrics 
* 
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Daily Bulleten which will be 
available in the hotels and 
in Kiel Auditorium. 

The names of dignitaries 
who will take part in the 
opening day ceremonies 
have been announced. The 
call to order of the Ninth 
Annual Assembly will be 
made by President J. S. 
DeTar, Milan, Mich. 

The Rev. O. Walter 
Wagner, secretary of the 
Metropolitan Church Fed- 
eration of St. Louis, will 
give the invocation. Addresses of welcome will be given 
by Dr. Walter T. Gunn, chairman of the Local Arrange- 
ments Committee; the Honorable Raymond Tucker, 
mayor of St. Louis; Dr. Carl F. Vohs, president of the 
Missouri State Medical Association; Dr. Charles E. 
Martin, president of the Missouri Academy of General 
Practice; Dr. Leonard T. Furlow, president of the 
Medical Society of the City of St. Louis and Dr. Roy 
A. Walther, president of the Medical Society of the 
County of St. Louis. 

The social highlight of each year’s Assembly, the 
President’s Reception, this year honoring Retiring 
President J. S. DeTar will begin at 9 p.m. Wednesday, 
March 27, in the Gold Ballroom of the Sheraton-Jeffer- 
son. 

Joining Dr. and Mrs. DeTar in the receiving line will 
be President-elect and Mrs. Malcom E. Phelps and 
Board Chairman and Mrs. Fount Richardson. All doc- 
tors and their wives will receive a special invitation to 
this event and they will have an opportunity to greet all 
the Academy officers. 

Music for dancing will be played by the Bobby Swain 
Orchestra. There will be bountiful buffet tables of 
canapes and hors d’oeuvres, and bars will serve mixed 
drinks and cocktails. The latter may be purchased 
throughout the evening in the ballroom. 

Inaugural ceremonies for President-elect Phelps will 
be held at 8 p.m. in the hotel’s Ivory Room, preceding 
the reception. 

Further information on ladies’ entertainment has 
been released by Mrs. Walter Gunn, chairman of the 
Ladies’ Entertainment Committee. 

The Theatre Party originally scheduled for Wednes- 
day afternoon, March 27, at the American Theatre has 
been cancelled. But in its place, entertainment more 
typical of St. Louis has been scheduled. 

Only in St. Louis could one have a chance to go 
aboard the only surviving showboat in the world. A 
command performance of Convict’s Daughter,” 


Ernie Heldman, Television’s 
Master of Magic, will star 
before his March 26 audience 
of Assembly youngsters. 
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Goldenrod Showboat, the last of a long line of monarchs on the 
mighty Mississippi, is the setting for the melodrama, ‘‘ The Convict’s 
Daughter,” special entertainment feature for the ladies on March 27. 


an old time melodrama, will be held aboard the Golden- 
rod Showboat at 2 p.m. Wednesday, March 27. 

Captain J. W. Menke’s Goldenrod Showboat which 
once sailed the Mississippi is now moored on the levee 
at the foot of Locust Street. With a capacity seating 
space of 600, the ladies are urged to get their tickets 
early. They are priced at $1.50. 

The Goldenrod, depicted in Edna Ferber’s “Show 
Boat,” dates back a half century. Melodramas which 
turn back the clock more than half a century are given 
nightly on the showboat. The perforniance of “The 
Convict’s Daughter,” is being presented as an Assem- 
bly special. 

This experience will be a conversational topic for 
years to come—a chance for the ladies to cheer the 
hero, hiss the villain. It can be duplicated nowhere 
in the world. 

Ladies’ entertainment on Tuesday, March 26, will be 
the Luncheon-Card Party, beginning at 12 noon, in the 
Sheraton-Jefferson. Tickets are $4.50. 

Guests will be seated at quartet tables which will also 
be used for the bridge foursomes that will follow the 
luncheon. The playing cards, especially designed for 
the occasion, will bear the AAGP Seal. There will be 
special table prizes. 

Tuesday is also a special day for the children. While 
their mothers are lunching in the Gold Room, they will 
have their own luncheon at 12 noon in Sheraton- 
Jefferson’s adjoining Ivory Room. 

The luncheon menu features Hamburgers, French 
Fries, Cole Slaw, Dessert and Beverage. 

Entertainment includes a Parade of Magic, featuring 
a professional magician, Ernie Heldman who is a TV 
star and comedian. Mr. Heldman, ‘“Television’s Master 
of Magic,” is now in his tenth continuous year on TV 
in St. Louis. 

Four baby sitters have been hired to look after the 
children during the afternoon so the mother can be 
perfectly at ease. 
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200 cases, effective in all but one.’ 


Long-acting Bendectin, new anti-emetic, unusually 
effective in prevention of nausea and vomiting 

of pregnancy. Bendectin gives your patient the benefit 
of three distinct and complementary modes of action: 


1. antispasmodic — relaxes G.I. smooth-muscle spasm 

is 2. antinauseant — centrally effective 

3. nutritional supplementation — to overcome possible 
pyridoxine deficiency of pregnancy 


.-. Relieves morning sickness “before it starts” 


Other advantages include: 
4. simple, convenient bedtime dosage 
5. low cost to patient 


Bendectin contains in each specially 
coated tablet: 


Benty! (dicyclomine) Hydrochloride . 10 mg. 
Decapryn (doxylamine) Succinate . . . 10 mg. 
Pyridoxine Hydrochloride ....... 10mg. 


USUAL DOSAGE: 2 tablets at bedtime. 
SUPPLIED: Bottles of 100 tablets. 


1 Nulsen, R. O.: Ohio State M.J. (in press). 


THE WM. S. MERRELL COMPANY 
St. Thomas, Ontario ¢ Cincinnati * New York 
Pioneer in Medicine for Over 125 years 


“BENTYL’, 


Bendecti 


Write for 
literature and 
samples 
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Program Completed for Invitational 
Scientific Congress in New Orleans 


THE PROGRAM for this year’s Invitational Scientific 
Congress, which will be held March 29 in New Orleans 
following the close of the Academy’s Ninth Annual 
Scientific Assembly in St. Louis, Mo., has been com- 
pleted and details have been released by Dr. Jason P. 
Sanders, program chairman for the congress. 

Convening in New Orleans’ Roosevelt Hotel at 1:45 
p.m. on Friday, March 29, 15 minutes have been allotted 
for brief messages of welcome from the following: the 
Honorable Earl K. Long, Governor of Louisiana, Baton 
Rouge; the Honorable DeLesseps Morrison, mayor of 
New Orleans; Dr. Paul D. Abramson, president of the 
Louisiana State Medical Society, Shreveport ; Dr. Santo 
Taormina, president of First District of Louisiana 
Academy of General Practice, New Orleans; Dr. J. C. 
Sanders, president of the Louisiana Academy of General 
Practice and Dr. M. C. Wiginton, chairman of the 
Local Arrangements Committee, Hammond, La. 

Dr. J. P. Sanders will be presiding officer and will in- 
troduce the quartet of well-known physicians who will 
present the scientific program. 


The opening speech will be on “World Wide Ame- 
biasis” by Dr. W. W. Frye, dean of Louisiana State 
University Medical School, New Orleans. 

Dr. Alton Ochsner, president of the Ochsner Foun- 
dation and professor of surgery at Tulane University, 
New Orleans, will follow Dean Frye on the program. 
He will speak on “‘Bronchogenic Cancer.” 

The third topic of the scientific session will cover 
“Coronary Disease in Young People.”’ Dr. Edgar Hull, 
associate dean at LSU Medical School and professor of 
medicine, will be the speaker. 

The closing talk will be given by Dr. Malcom E. 
Phelps, El Reno, Okla., who will have taken office as 
president of the American Academy of General Practice 
at the time of this congress. Dr. Phelps has been asked 
to speak on “Refrigeration in General Practice”? which 
covers the treatment of burns using ice refrigeration. 

After the congress adjourns at 4:30 p.m., a cocktail 
party will be held in the Grand Ballroom of the hotel, 
beginning at 6 p.m. At 7:30 p.m. a dinner will be held 
there. Dr. J. P. Sanders will also preside during the 
evening festivities. The dinner speaker will be Mr. 
Chester Lauck of Houston, Texas. His talk is entitled, 
Witticisms.” 


Trends and Events in the Nation’s Capital 


New Dingell Dangle 


MANY DEVELOPMENTS in recent weeks add up to the con- 
clusion that this will be a highly interesting year in the 
national Capital, medically speaking. 

The issue of compulsory national health insurance is 
being revived, with Senator 
James E. Murray (Mont.) 
and Representative John 
D. Dingell (Mich.), both 
Democrats, teaming up to 
co-sponsor an up-to-date 
version of the old Murray- 
Wagner-Dingell bill. 

For the first time in the 
memory of many Capitol 
Hill attachés, a physician is 
a member of the Congres- 
sional committee which 
handles most national 
health legislation. He is Dr. 
Will E. Neal, a Republican, 
of West Virginia who has 


Dr. Will E. Neal, a Republican 
Representative from West 
Virginia, is the first physi- 
clan tn many a year to be on 
@ Congressional committee 
which i:andles most national 
health :egislation. 
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been assigned to the House Committee on Interstate 
and Foreign Commerce. 

Department of Defense has expressed gratification 
with the first six months’ results of the increased salary 
and other career incentives of Medical Corps service, so 
that termination of the doctor-draft law on June 30 is 
assured. Thus, beginning in July, this country will be 
without a statute which singles out a certain vocation 
for military duty for the first time since the outbreak of 
warfare in Korea in 1950. 

President Eisenhower’s challenge to Congress to re- 
duce federal spending indicates that special attention 
will be focused on the practice of increasing appropria- 
tions for medical research grants each year. Budgetary 
austerity would lessen chances of pending bills to sub- 
sidize medical school construction and provide govern- 
ment employees and their dependents with contribu- 
tory health insurance. 


Quackery Review in Highest Court 


Even the United States Supreme Court may be a 
source of news bearing importantly on medical affairs 
this year. On its dockets are petitions for reviews of 
decisions dealing with validity of certain blood tests, 
prescription of narcotics, labeling of drugs and thera- 
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PHOSPHOSSODA (Fleet)... 
gentle, prompt, thorough and a 
laxative of choice for over 60 years. 


Taken on an Empty Stomach... 
at least 30 minutes before any meal, 
but preferably before breakfast. 


Amply Diluted with Water... 
Mix required dose with one half glass 
of cold water, follow with additional water. 


teaspoonfuls before a meal. For more pronounced | 
hydragogue action, four teaspoonfuls before breakfast. ) 


Children: Ten years or older, one half the adult dose; | 


SUGGESTED DOSAGE As a mild eliminant, two 
five to ten years, one quarter the adult dose. | 


: | Phospho-Soda (Fleet) is a solution containing | 
per 100 cc., Sodium Biphosphate 48 Gm. and Sodium | 


Phosphate 18 Gm. 


a Write for liberal professional samples and literature 
describing indications and dosages. 


PHOSPHO:SODA 


(Fleet) 
C. B. Fleet Co., Inc., Lynchburg, Virginia 
Makers of the Fleet ° Enema Disposable Unit. 
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peutic devices, and various other matters involving 
physicians, directly or indirectly. 

One of the more unusual cases concerns the cam- 
paign of Food and Drug Administration to curb the 
commercial activities of Dr. Wilhelm Reich. The high- 
est court has been asked by this distributor of “‘orgone 
energy” devices to review a court decision which sup- 
ported the federal agency’s argument that the appli- 
ances are not what they are represented to be for treat- 
ment of major diseases. 

In its continuing crusade against quackery, the Food 
and Drug Administration has just taken an unprece- 
dented step. Early in February, the Post Office De- 
partment mailed to 46,000 post offices and substations 
throughout continental U. S. a poster warning the 
public to beware of the Hoxsey cancer treatment. 

Thie poster explains, in conspicuous type, that the 
Hoxsey “treatment” costs upward of $400 but is worth- 
less as a Weapon against cancer. 

“Our continuing goal is to foster public understand- 
ing of the need to seek competent treatment for serious 
diseases, such as cancer, and to avoid worthless medi- 
cines,” said John L. Harvey, Deputy Commissioner of 
FDA. “We appreciate very much the cooperation of the 
Post Office Department in this effort.” 


UMW Rides Again 


Washington headquarters of the United Mine Work- 
ers Welfare and Retirement Fund is holding firm, de- 
spite formidable opposition, to its policy of maintaining 
lists of physicians and hospitals who may care for bene- 
ficiaries of the fund’s medical program. 

This was made clear late in January by Dr. Warren 
F. Draper, executive medical officer of the organization. 
He acted after the Illinois State Medical Society had 
sent a telegram to mine union officials in that state in- 
forming them that physicians would deal directly with 
their patients rather than render bills to the fund’s 
medical field office. 

“The basis for this action,” commented Dr. Draper, 
“is the fact that the UMWA Welfare and Retirement 
Fund will not pay other physicians for performing sur- 
gery upon its beneficiaries if surgeons whose qualifica- 
tions have been recognized by established agencies set 
up to pass judgment on the qualifications of physicians 
for performing surgery are available. 

“It is reported that the Illinois State Medical Society 
condemns this attitude on the part of the fund as deny- 
ing its beneficiaries free choice of physician and pre- 
venting the doctors from giving them good medical 
service.” 

He pointed out that the “precipitate action” taken by 
the Illinois society was not in keeping with the under- 
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standing that the AMA should first have an opportunity 
to settle differences. 

‘The point at issue,” Dr. Draper stated, “appears to 
be whether or not a state or county medical society is 
justified in notifying its members that it will not ‘look 
with favor’ upon any of them who negotiate with the 
fund for the medical treatment of individual miners for 
the reason stated. 

“It would seem that this is a matter of fundamental 
and far reaching significance which merits the most 
serious consideration and judicial pronouncement of 
organized medicine at the highest national level.” 


Less Paperwork 


Starting the first of the year, Veterans Administration 
initiated a simplified system of billing procedures de- 
signed to reduce the paperwork of physicians partici- 
pating in VA’s “home town medical care” activities. 

Doctors who treat veterans (eligible for outpatient 
care) for chronic conditions may receive authorization 
to handle such cases on an annual basis. They will be 
required to file progress reports quarterly, instead of 
monthly, and bills may be rendered to VA on the 
physician’s regular letterhead. Use of government 
forms for this purpose will not be compulsory. 

Central headquarters of Veterans Administration 
advises doctors who desire further information to com- 
municate with the VA regional office which is nearest 
to their home community. There are 101 regional 
offices throughout the country.—From GP’s Special 
Washington Correspondent. 


Dr. John Rodger on AMA's New Committee 
On Automobile Injuries and Deaths 


Dr. Joun R. Ropcer, Acad- 
emy member from Bellaire, 
Mich., is the lone generalist 
on the American Medical 
Association’s new Commit- 
tee on the Medical Aspects 
of Automobile Injuries and 
Deaths. 

Dr. Rodger serves in a 
liaison capacity between the 
committee and the Acad- 
emy. The committee is cur- 
rently in the process of 
learning what recommen- 
dations the various medical 


John R. Rodger, M.D. 


Appointed to AMA’s Com- 
mittee on Medical Aspects of 
Automobile Injuries and 
Deaths. 
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groups have in regard to driver licensing. It plans to 
publish this material in a pamphlet sometime near the 
end of this year. 

The prevention and treatment of automobile acci- 
dents is one of our major medical problems, Dr. Rodger 
points out, and particularly so for the generalist who is 
so often the first one to see the patient who is injured. 
As the family physician, the general practitioner is also 
in a position to advise the driver whom he cares for 
month in and month out. 

Plans are being proposed to devote one entire day 
at the Academy’s Scientific Assembly next year in 
Dallas to the prevention of accidents and treatment of 
automobile injuries. The Academy would be the first 
national group to utilize the information which this 
special committee is now gathering. 

Dr. Fletcher D. Woodward, Charlottesville, Va., is 
chairman of the AMA committee. 

Member Rodger has made an extensive study into 
the problems of automobile safety. He was author of the 
article, “The Sleepy Driver as a Preventive Medicine 
Problem,” which was published in the August, 1956 
GP. 


AAGP Family Catastrophic Insurance 
Plan Now Features $300 Deductible 


SHOULD catastrophic illness strike members or their 
families who are under the AAGP Family Plan for Ca- 
tastrophic Hospital and Nurse Expense, they will save 
$200 through the lowering of the deduction from $500 
to $300. 

The deduction went into effect March 1. Premiums 
are not changed. 

The Family Plan was inaugurated four years ago asa 
pioneer enterprise of the Academy. Coverage has been 
consistently improved as experience warranted. 

At the time the plan was installed, no other national 
medical association had sponsored similar insurance. 
Original coverage provided for a $5,000 of maximum 
coverage, through an accrual period of one year, with a 
deductible of $500. As participation increased and ex- 
perience developed, the coverage was doubled to pro- 
vide $10,000 through a period of two years. Shortly 
thereafter, premiums were sharply reduced. 


Virginian Represents AAGP at Nation’s 
350th Birthday Celebration in Jamestown 


Tue American Academy of General Practice, through 
itsrepresentative, Dr. Malcolm H. Harris, West Point, 
Va., will have a part in the Jamestown Festival which 
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will be held April 1 through 

November 30 in celebration 
of this country’s 350th 
birthday. 

In addition to the pag- 
eantry at Jamestown, Va., 
which will include restora- 
tions of the first permanent 
English settlement in Amer- 
ica amounting to $25 mil- 
lion, the 1957 meeting of 
the American Association 
of the History of Medicine 
will be held in Richmond as 
an added festival attraction. 
During this session there 
will be a special medical 
exhibit which will tie in with medicine during this 
early period. 

Dr. Harris has been appointed chairman of the com- 
mittee to assemble an exhibit on Indian medicine. The 
Smithsonian Institution is working with the committee 
and will furnish authentic materials depicting Indian 
medicine. 

This exhibit is one of five parts of the over-all medi- 
cal exhibit which includes: a sick room of the James- 
town period; an exhibit on auxiliary aids to medicine ; 
a doctor’s home office and an exhibit on survival factors 
in that period. 

Pharmacy, nursing and midwifery will be included in 
the “aids to medicine” display. Other interesting fea- 
tures of the exhibits will be survival statistics, sanita- 
tion, dietary and nutrition status of the population, 
their clothing and an archeologic display of medical 
items dug up in the Jamestown Island excavations. 

Although the meeting of the American Association of 
History of Medicine convenes only from May 6-8, the 
Richmond Jamestown Festival Committee has asked 
that the medical exhibit remain open through Septem- 
ber 15 as one of the city’s festival exhibits which will be 
open to the public who visit Richmond. This will be 
the only official medical exhibit for the festival. It will 

be housed in the basement of the Richmond Academy 
of Medicine building. 

Following Dr. Harris’ appointment by the AAGP to 
serve.as a planning representative for the celebration 
he was also appointed chairman of a committee to func- 
tion for the Medical Society of Virginia. This was a 
joint committee composed of members of the Virginia 
chapter and the Medical Society of Virginia. Several 
Virginia chapter members are serving on the commit- 
tee. The chapter is also contributing money toward the 
medical exhibit which is expected to cost nearly $10,000. 
Dr. Harris, who is president-elect of the Virginia 


Malcolm H. Harris, M.D. 


Dr. Harris, president-elect of 
the Virginia chapter, heads a 
festival committee which is 
in charge of an exhibit on 
Indian medicine. 
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chapter, urges as many AAGP members as possible to 
attend the festival and visit the exhibit. 

He points out that there were a few physicians— 
all generalists—among the group of 104 Englishmen 
who landed with Captain John Smith. 


More Effective Medicolegal Relationship 
Stressed at ‘Medical Witness” Film Showing 


AT THE RECENT premiere showing of the film, “The 
Medical Witness,” the need for national, state and local 
efforts for a more effective and closer relationship be- 
tween physicians and attorneys was stressed by both 
AMA and American Bar Association officials. 

Mr. David F. Maxwell, president of American Bar 
Association; Dr. David B. Allman, AMA president- 
elect; and Mr. C. Joseph Statler, director of the AMA 
Law Department, spoke at the showing in Seattle dur- 
ing the AMA Clinical Meeting. 

The film is the first in a series of six, intended to 
acquaint physicians with their essential role in litiga- 
tion and to dispel their fears of testifying in court. The 
film is also intended to aid attorneys in their working 
relationships with physicians and to impress upon them 
the necessity for adequate pretrial preparation and the 
use of proper demonstrative evidence. 

Both Dr. Allman and Mr. Maxwell stressed that closer 
relationship between physicians and attorneys would 
not only be beneficial to their professions but to the 
individual served by both professions. 

Mr. Maxwell, who is strongly backing this closer co- 
operation, is requesting that a national medicolegal 
committee be established by the AMA and American 
Bar Association to collaborate on all problems in this 
field. 

In his talk, Dr. Allman referred to the fact that in 
from 60 to 85 per cent of all cases litigated, some form 
of medical statement or testimony is required. 

As a result of the success 
of Medical Witness,” 
it appears that the two as- 
sociations will collaborate 
soon on a series of joint 
medicolegal symposiums. 

The 30-minute black and 
white 16-mm. film depicts 
right and wrong methods of 
presenting medical testi- 
mony by re-enacting the 
trial of a personal injury 
case. The series is being 
produced by The Wm. S. 
Merrell Company, Cincin- 


American Bar Association 
president, Mr. David F. Max- 
well, troposes a national 
medicol-val committee. 
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Some form of medical statement or testimony is required in 60 to 85 
per cent of all litigations. This scene from the film, ‘Medical Wit- 
ness,” typifies the courtroom scene where doctors often play a prom- 
inent role. 


The purpose of the “Medical Witness” is to acquaint doctors with 
their courtroom role and to dispel their fears of testifying in court. 


nati, Ohio. Medical groups may obtain on loan “The 
Medical Witness” for showing at meetings by writing 
to the AMA Committee on Medical Motion Pictures, 
535 North Dearborn Street, Chicago 10, Illinois or to 
The Wm. S. Merrell Company, Cincinnati 15, Ohio. 


South Carolina Medical Society Presents 
W. L. Pressly Memorial to Medical School 


Tue Memory of the late Dr. William Lowry Pressly, 
Academy member from Due West, S. C., whose profes- 
sional stature earned for him honors in many spheres, 
has been immortalized in a plaque which was presented 
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Physician and Citizen Extraordinary—Shown with the memorial 
plaque honoring the late Dr. W. L. Pressly are Dr. Kenneth Lynch 
(left), president of the Medical College of South Carolina, who 
accepted the plaque on behalf of the college, and Dr. Charles N. Wyatt, 
president of the South Carolina Academy of General Practiceand an 
Academy colleague of the late Dr. Pressly. 


recently by the South Carolina Medical Association to 
the Medical College of South Carolina. 

Dr. Kenneth Lynch, president of the college, re- 
ceived the plaque from Dr. R. C. Grier, pastor of As- 
sociated Reformed Presbyterian Church, Greenville, S. 
C. and former president of Erskine College. Dr. Charles 
N. Wyatt, president of the South Carolina Academy of 
General Practice, was on hand for the service. 

The plaque signals the late Dr. Pressly as physician 
and citizen extraordinary. The following key achieve- 
ments are engraved on the plaque: 

Executive Committee, South Carolina State Board of 
Health—1941-1954 

President, South Carolina Medical Association—1941 

Chairman, Procurement and Assignment Service for 
South Carolina— World War II 

Doctor of the Year, American Medical Association— 
1948 

Council on Medical Education and Hospitals, American 
Medical Association— 1948-1954 

The memorial address was also made by Dr. Grier, a 
lifelong friend of ‘Buck’ Pressly. He covered the span 
of Dr. Pressly’s life which centered in his hometown 
of Due West where he was affectionately called 
“Doctor Buck.” 

After having attended Erskine College and Atlanta 
Medical College, now Emory University, he returned to 
his hometown to practice in 1917 when it was a village 
of 700 population. Dr. Grier recalled that his services 
soon radiated to all parts of the county and eventually 
touched, through medical organizations, the health 
interests of the nation. 
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Serving a vital role in civic affairs, he was on the 
town’s Board of Health, chairman of the School Board 


_ and a member of the board of Erskine College. 


Dr. Pressly served as chairman of the Board of 
Deacons in Associate Reformed Presbyterian Church. 
As college physician he helped enrich the lives of the 
students. 

Dr. Pressly was one of the charter members of the 
American Academy of General Practice, his member- 
ship dating back to June, 1947. He was a man who con- 
stantly kept abreast in the latest findings of research 
and medical practice. 

‘ Throughout his practice he maintained the human 
touch which endeared him to his community. After be- 
ing named Family Doctor of the Year in 1948 by the 
AMA, the village and countryside turned out to honor 
him at a dinner. The citizens of Due West erected a 
bronze plaque in his honor which continues to hang 
in a place of honor in his office. 


Texas University Medical Students Dedicate 
Yearbook to Academy Member E. Sinks McLarty 


Tue 1956 ‘Synprome,” the student yearbook of the 
University of Texas Medical Branch at Galveston, has 
been dedicated to Dr. E. Sinks McLarty, well-known 
Academy member from Galveston. 

Dr. McLarty who has headed the Texas chapter’s 
preceptorship program for many years is a member of 
the AAGP Commission on Education. He is a director 
on the board of the Texas Academy of General Practice. 

The following tribute to Dr. McLarty was carried in 
the “Syndrome” and was also reprinted in a recent 
issue of the General Practice Press, publication of the 
Texas Academy: 

‘Here is a man who deserves to have something 
dedicated to him. In the first place, he is a fulminant 
case of the practicing physician who refuses to be sepa- 
rated from the changing body of medical knowledge. 
An active member of the 
Texas Academy of General 
Practice, he forcefully 
propounds their policy of 
continued postgraduate 
education for graduate 
physicians. 

**Also in connection with 
the Academy, he was the 
initiating force behind the 
preceptorship program— 
the longest and only man- 
datory program in the na- 
tion—certainly a unique 


E. Sinks McLarty, M.D. 


Texas medical students dedi- 
cate yearbook to him. 
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and valuable service to the school. He has served 
as coordinator of the program since its beginning. 

In short, the man is a tiger; we proudly dedicate 
this book to him and to his kind of physician.” 

According to 1954-55 statistics, 24 medical schools in 
the country offered preceptorships. Of these, precep- 
torships were required for graduation from ten schools ; 
preceptorships were elective in 14. 


Program Announced for Canadian College 
Of General Practice Meeting in Montreal 


Tue First National Annual Scientific Convention of 
the College of General Practice of Canada is being held 
March 4-6 at the Sheraton-Mt. Royal in Montreal. 

Sixteen well known speakers from Canada and the 
United States will present the scientific program. 
Representatives of the College of General Practice of 
France and of the College of General Practitioners of 
England have also been invited and are expected to 
participate in the program. 

The following are the speakers; the subject of their 
respective talks is given where available. 

Dr. J. F. McCreary, professor of paediatrics, Uni- 
versity of British Columbia—Paediatric News. 

Dr. A. B. Stokes, professor of psychiatry, University 
of Toronto—Selection and Management of Emotional 
Disorders. 

Dr. R. Ian MacDonald, director of the division of 
postgraduate education, University of Toronto—Medi- 
cal Emergencies in the Aged. 

Dr. J. Lewis Dill, division of otolaryngology, Henry 
Ford Hospital, Detroit, Mich.—Hearing Problems in 
Childhood. 

Dr. Arthur C. Curtis, department of dermatology 
and syphilology, University of Michigan, Ann Arbor 
—Tips on Managing Skin Disorders. 

Dr. William A. Lange, Detroit, Mich.—Plastic Sur- 
gery for the General Practitioner. 

Dr. Louis A. Buie, professor emeritus, Mayo Clinic 
—Proctology for the General Practitioner. 

Dr. H. B. Atlee, professor of obstetrics and gyne- 
cology, Dalhousie University—The Immediate Han- 
dling of the Newborn Infant. 

Dr. R. A. Davison, department of general practice, 
University of Tennessee, Memphis, Tenn.—A Medical 
School Department of General Practice. 

Dr. Lennox Bell, dean of medicine, University of 
Manitoba. 

Dr. Paul David, director, Montreal Cardiological 
Institute—Selection of Patients for Cardiac Surgery. 

Dr. Hans Selye, professor of experimental medicine, 
University of Montreal. 
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Col. K. R. Swinton, general manager, Thomas A. 
Edison of Canada Ltd.—Modern Business Methods in a 
Doctor’s Office. 

Dr. H. L. Nadeau, professor of dietetics, Laval 
University. 

Dr. Richard Lessard, professor of medical pathology, 
Laval University. 

Dr. Oswald Hall, department of political economy, 
University of Toronto. 

Aside from the individual presentations on the pro- 
gram, three panel discussions have been arranged with 
time allotted for question and answer periods following 
each panel. The panels will cover diabetes, the ataractic 
drugs and the use of sera and vaccines. 

A special luncheon will be held each of the three days. 
Dr. John S. DeTar, president of the American Acad- 
emy of General Practice, will be the guest speaker for 
the closing luncheon. The Honourable Paul Martin 
and Dr. Jean Charbonneau, medical director of Hospi- 
tal Pasteur, Montreal will be the other guest speakers. 

The convention is open to all general practitioners. 

The annual dinner and dance will be held the eve- 
ning of March 5. Entertainment has also been planned 
throughout the convention for the ladies. 


Bargain Aspects of Medical Care 
Explained in Pharmaceutical Ad 


As COMPARED with the health picture in 1939, Ameri- 
cans today are now living longer, are spending less time 
in the hospital, have better medical care and at the 
same time are spending less of each income dollar for 
medical care. 

This message, carried in a recent Parke, Davis & 
Company institutional ad in some of the nation’s lead- 
ing periodicals, climaxes a year of national advertising 
on bargin aspects of medical care. 

The ad, in five different panels, shows exactly what 
the facts are. One panel explains that “Out of every 
dollar of disposable income (after taxes), the consumer 
spent 4.7 cents for all types of medical care in 1939. 
But today, for much better medical care, he spends 
only 4.6 cents of every dollar.” 

A second panel pictoralizes that in 1939, 18.3 per 
cent of each medical-care dollar went for prescriptions. 
Today only 13.9 per cent goes for that purpose. 

A third panel shows that death rates for many dis- 
eases have greatly lowered. Compared with 20 years 
ago, deaths from pneumonia of all forms decreased 61 
per cent; from rheumatic fever 41 per cent; diseases of 
ear and mastoid, 85 per cent and appendicitis, 76 
per cent. 

A fourth panel says the average hospital patient 
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spends 9.2 days in the hospital today; in 1939, he 
spent 12.5 days. 

The product of improved and proper medical care 
has resulted in longer life as shown in the last of the 
panels. It shows that today the average life span is 
70.1 years; in 1939 it was 63.7. 


Nation’s First Medical Motion Picture 
Workshop Held in Kansas City 


A THREE-DAY Medical Motion Picture Workshop, the 
first such session in this country, was held February 
4-6 in Kansas City, Mo. It was developed specifically 
for medical film producers and medical audiovisual 
personnel. 

The workshop was presented on the sound stages of 
The Calvin Company in Kansas City. Calvin personnel 
with C. Graham Eddy and L. Paul Flory, chief and 
assistant, respectively, of the Medical Illustration Di- 
vision of Veterans Adminstration and a number of 
audiovisual directors of national medical societies were 
in charge of planning. 

The principal speakers for the workshops are out- 
standing medical film producers and film authorities: 
Ralph Creer, director of Motion Pictures and Medical 
Television for the AMA; Mervin W. L. Rue, medical 
film producer, Chicago; Dr. Joseph Markee, Duke Uni- 
versity School of Medicine, Durham, N. C.; Dr. John 
L. Meyer II, U.S. Public Health Service Hospital, New 
York; Dr. David Ruhe, head of the Department of 
Audio-Visual Education, University of Kansas Medical 
Center, Kansas City, Kan. ; Sy Wexler, Churchill-Wex- 
ler Film Productions, Los Angeles; and Warren Sturgis, 
Sturgis-Grant Productions, Inc., New York City. 

The three-day session was devoted to discussions and 
screenings to assist photographers and producers in 
the medical field, as well as to illustrate the history, 
increasing use and broadening production of motion 
pictures within the field of medicine. 


Applications Being Taken for 1957 
Loans from Sears-Roebuck Fund 


PHYSICIANS in quest of long-term, unsecured loans can 
make application to the Sears-Roebuck Foundation 
during the first half of this year. Approximately 
$72,500 will be available for loans, reports the founda- 
tion president, Theodore V. Houser. 

Applications which are received prior to April 1 will 
be processed no later than June 15, Mr. Houser prom- 
ises, 

Physicians are urged to have their plans well devel- 
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oped so that proper evaluation may be made. Applica- 
tion forms may be obtained from state, county or city 
medical societies. 

The purpose of the Sears-Roebuck plan is to help 
physicians supplement personal and local financing 
which is inadequate to cover the entire cost of building, 
remodeling, equipping or establishing a medical prac- 
tice. 

The foundation hopes to be of aid in improving 
medical distribution and medical facilities in areas 
where there is a shortage of physicians and where in- 
adequate facilities exist. 

The latest loans, totaling $88,500, were made in 
mid-December to 24 physicians. These loans ranged 
from $1,000 to $10,000 for the establishment and im- 
provement of 15 medical practice units in the following 
states: Oregon, Washington, Kentucky, Minnesota, 
California, Mississippi, Georgia, North and South 
Carolina, Florida, New York, Rhode Island and Con- 
necticut. 

Since the granting of the first loan in 1955, a total of 
$261,000 has been granted in 36 loans to 52 physicians 
in 18 states. Thus far the majority of loans of assistance 
have gone to two types of physicians: graduating in- 
terns just establishing themselves in areas of medical 
need, and established physicians located in small com- 
munities, rural and suburban areas whose medical facili- 
ties are so inadequate it is necessary to rebuild in order 
to provide proper medical care. 

Although the foundation administers the plan, the 
screening and actual selection of applicants are done 
by a 17-member advisory board of leading physicians 
from all sections of the country named by the AMA’s 
Board of Trustees. 


Active Duty Alert for Medical Students 
A Routine Measure, Army Advises 


Notices signaling a “Period of Alert for Active Duty” 
which medical and dental students who are Army 
reservists have been receiving is a routine measure, 
according to Army authorities. 

Col. James H. Kidder, special assistant for Reserve 
Forces to the Army Surgeon General, says there is no 
cause for alarm. Since the nature of a national emer- 
gency, particularly in view of the over-all world situa- 
tion, cannot be predicted, he explains that each Ready 
Reservist should have his personal affairs in order, as 
he may be ordered to active duty in less time than the 
intended 30-day alert. 

The notice is a routine measure and should not be 
construed as directly connected with any single inter- 
national incident, the Army advises. 
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for therapeutic washing of Fostex does not contain selenium. 

skin after acute phase of ioe 

lauryl sulfoacetate, sodium alkyl aryl polyether sulfonate, 

ium dioctyl sulfosuccinate 
tains skin dry and come- 
done free. Write for samples and literature. 
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Medical News in Small Doses 


THE TWO-YEAR residency program in general practice 
at U.S. Army Hospital, Ft. Knox, Ky. has been ap- 
proved by the AMA’s Council on Medical Education. 
This is the only residency program of general practice 
conducted by the Army Medical Service .... One of 
the six advisors on a new national board of advisors for 
Student American Medical Association is GP’s Medical 
Editor Hugh H. Hussey of Washington, D. C..... 
Chicago’s near West Side Medical Center will be the site 
of the new national headquarters of the National Soci- 
ety for Crippled Children and Adults. Its headquarters 
has been at 11 South La Salle Street since 1945. The 
new home will be ready for occupancy in the spring of 
1958... . On “January 1, the development of medical 
supplies and equipment for the armed forces became 
the responsibility of the Army Surgeon General... . 
The new director of public education for American 
Cancer Society is Chester S. Williams, formerly direc- 
tor of adult and civic education in the U.S. Office of 
Education .... At a recent meeting of National Press 
Club in Washington, D. C., HEW Secretary Marion B. 
Folsom said the mere introduction of the Administra- 
tion’s health reinsurance bill had made insurance 
against catastrophic illness ‘‘the fastest growing type in 
the field.” Secretary Folsom said he had received this 
information from the insurance companies themselves. 
He said the purpose of the bill which was championed 
by his predecessor, Oveta Culp Hobby, had been to 
push voluntary insurance policies in four fields of in- 
sufficient coverage—for older people, for lower income 
groups, for rural residents and for catastrophic illnesses 
.... Dr. John O. Boyd, Jr., Academy member from 
Roanoke, Va., has been elected president of the Roan- 
oke chapter of the Virginia Cancer Society .... A re- 
cent issue of The Mentor, a national magazine dedicated 
to the coaching and training profession, carries an 
article by Dr. Edwin Matlin, Academy member from 
Mt. Holly Springs, Pa. His article, entitled ‘Are We 
Mistreating Our Athletes?”, pointed out the impor- 
tance of having necessary physical therapy apparatus to 
use in caring for athletic injuries. . . . Early this year an 
administrative office for the newly-incorporated Na- 
tional Medical Foundation for Eye Care opened in New 
York City. This nonprofit scientific and educational 
institution was incorporated in New Jersey “to provide 
American ophthalmology with an agency to present to 
the public generally and to fellow physicians pertinent 
information on the care and treatment of the eyes.” 
:+. Virginia’s Governor Stanley recently appointed 
Acadeimy Member Ira L. Hancock to the State Hospital 
Board for a term to expire in 1959. 
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Come visit our Exhibit at the 
Scientific Assembly of the 
American A. of General 
Practice, March 25-28, St. Louis. 
See for yourself how practical 
dry ice therapy can be. Booth 410. 
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For removal of verrucae, nevi, angiomas, 
cystic acne, keloids, keratoses, plantar 
warts, etc., this hand-size unit produces a 
perfect pencil of dry ice in four simple 
steps. Duration and pressure of application 
are completely controlled by the operator. 
The self-insulating plastic applicator con- 
fines the dry ice precisely to the area of the 
lesion, avoiding injury to surrounding 
healthy tissues.* Less pain, less scarring 
make this simple method of therapy highly 
acceptable to the patient. 


KIDDE DRY ICE APPARATUS 
includes applicators in 
three diameters for 
treating lesions of various 
sizes, four cartridges of 
carbon dioxide, and 
the unit for making 
“snow.” A full box of 
24 Refill Cartridges 
is included. 


Ask your dealer to demonstrate the Kidde Dry 
Ice Apparatus. For descriptive literature and 
reprints, write to 


KIDDE MANUFACTURING COMPANY 
Bloomfield, N. J. 


*Carpenter, C. C.: Cryotherapy for Common Skin Diseases, 
J. Med, Soc. New Jersey 40:354 (Sept.) 1943. 


KIDDE, Trademark Reg. U.S. Pat. Off. 
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WHENEVER 
“COUGH THERAPY 
is 


h or. tablet 


of HYCODAN® contains 5 
dihyd 
tartrate and. 1. 


Relieves cough quickiy and thoroughly 

lasts ‘up to six hours permitting a comfo 

” night's sleep = Controls useless cough without im- 

pairing expectoration = Rarely causes constipation 


A Fresh Start—After rechartering the North Dakota chapter, 
members gathered to have an official group picture taken. 


Official Trio— Officers of he newly chartered North Dakota chapter 
are, left to right, President-elect Alan Johnson, President James 
Mahoney and Dr. R. D. Nierling, secretary-treasurer. 


x 


News from the State Chapters 


THE RECHARTERING of the North Dakota chapter was a 
highlight of the scientific meeting held December 7-8 
in Fargo. Dr. Charles C. Cooper, St. Paul, Minn., a 
member of the AAGP Board of Directors, was on hand 
for the reactivation and discussed functions and organi- 
zations of the Academy (see cué). 

Following an address by Dr. Cooper, the chapter 
adopted a new constitution and by-laws. Members of 
the chapter then gathered to have a picture taken 
(see cut). 

The new officers for 1957 are Dr. James H. Mahoney, 
Devils Lake, president; Dr. Alan K. Johnson, Willis- 
ton, president-elect and Dr. R. D. Nierling, James- 
town, secretary-treasurer (see cut). Delegates and alter- 
nates, respectively, are Drs. Mahoney and Johnson, 
Merling and R. W. Henderson, Bismarck. 

Besicles the business meeting, a cocktail hour and 
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Double Achievement—A hearty handshake from Dr. Charles C. 
Cooper (center), member of the AAGP Board of Directors, to 
Dr. James Mahoney, new North Dakota chapter president, carried 
with it the official blessing on the reactivation of the North Dakota 
chapter. President-elect Alan Johnson (/eft) also beams his approval. 


banquet for members and wives were held the opening 
day of the meeting. 

The following day, doctors from the State Hospital 
at Jamestown, N. D., the Mayo Clinic and the Univer- 
sity of Minnesota presented papers at the scientific 
session. 

Dr. John A. Young, chief of the outpatient clinic at 
the State Hospital, spoke on ‘Newer Drugs in the 
Field of Psychiatry.” Dr. Robert O. Brandenberg of the 
Mayo Clinic gave a paper on “Some Aspects of Cor- 
onary Disease”’ and Dr. Irving Berstein of the Univer- 
sity of Minnesota discussed ‘‘Pruritus Vulvae and Re- 
lated Problems.” 

The 1957 meeting is scheduled for early December 
in Valley City. A luncheon meeting is being planned 
during the state association meeting at Fargo in May. 
> Philadelphia has been selected as the site for 
Pennsylvania chapter’s annual meeting—their ninth, 
on May 26-29. Headquarters will be the Benjamin 
Franklin Hotel. 
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FROM HERE... 


TO VITALITY 


VISTABOLIC 


The Modern Alleotic* 


Vistabolic is a new gerontotherapeutic prepa- 
ration. It provides anti-stress, anabolic, and 
nutritional support, and speeds the geriatric 
patient to recovery from surgery, debilitating 
disease, fatigue, neurasthenia, and other stress- 
ful situations. 


Each oral tablet provides: Each cc provides: 
Hydrocortisone... .... 1.0 mg. <€& anti-stress aid Hydrocortisone acetate .. 1.0 mg. 
Stenediol® (Methandriol) . . 10.0 mg. <€ anabolic aid —> Stenediol® (Methandriol). . 10.0 mg. 
Bifacton® (Vitamin Bi2 << nutritional aid > Vitamin B:2 activity (from 
w/ Intrinsic Factor Pernaemon®, Liver 
Concentrate) ....... ¥U.S.P. Injection, U.S.P.) ... . 20.0 mcg. 
Oral unit 


Available in 10-cc vials and boxes of 30 tablets. 
Professional literature available on request. 


*Vistabolic is an alleotic, an alterative remedy aiding recovery from stress. 


Organon INC. 
ORANGE, N. J. 
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Meetings of the board of directors and house of del- 
egates will be held the first two days. 

Scientific speakers will include: Drs. Charles M. 
Thompson, Hahneman Medical School; W. Paul Ha- 
vens, Jefferson Medical School; Richard A. Kern, 
Temple University ; James H. Ewing and Paul Klingen- 
smith, University of Pennsylvania; John J. McGraw, 
Lower Bucks County Hospital; Theodore S$. Danowski, 
University of Pittsburgh; Robert Davison, Tennessee 
Medical College; and L. Kraeer Ferguson, Woman’s 
Medical College. 

Varied discussion sessions will be conducted. 

The Allegheny County (Pennsylvania) chapter and 
the postgraduate committee of the Western Pennsyl- 
vania Heart Association were co-sponsors of the fourth 
annual symposium on electrocardiography in Pitts- 
burgh. Eighty-seven doctors and two guests registered 
(see cut). 

The program was divided into four Sunday after- 
noon sessions: November 4, 11, 18, 25, each beginning 
with a luncheon and ending with a question and review 
session. 

Speakers were Drs. Fred Franke, Arthur S. Glushien, 
E. A. Brethauer, Jr., Irving L. Stutz, Paul M. Rike, 
§. Richard Bauersfeld, Seymore Krause, Robert McC. 
Coyle, Wm. R. Bailey, Wendell Gordon, Robert L. 
Forsyth and Frank J. Gregg. 
> Dr. Robert W. Farr of Chestertown took office as 
new president of the Maryland chapter on January 1. 
Others who assumed chapter office duties the first of the 
year are Dr. Archie R. Cohen, Clear Spring, president- 
elect; Drs. Willard S. Parson, Halethorpe; Andrew C. 
Mitchell, Salisbury ; Wolcott Etienne, College Park and 
Martin Rothstein, Frostburg, vice presidents; Dr. 
Katherine V. Kemp, Baltimore, secretary-treasurer ; 
and Dr. Harry L. Knipp, Baltimore, assistant treasurer. 
Mr. William J. Wiscott, Baltimore, is executive secre- 
tary. 

The new officers were elected at the chapter’s annual 
meeting in Baltimore October 17-18. 
>A TV program, “The General Practitioner,” which 
originated in Portland, Me. on December 2 was spon- 
sored by the Maine chapter and the Maine Medical 
Center. 

Participants on the program forum were Dr. Charles 
Geer, immediate past president of the chapter ; Dr. Dan- 
il Hanley, executive director of the Maine Medical 
Association; Dr. Paul Marston, president-elect of the 
Maine chapter ; and Dr. Sidney R. Branson, chief of the 
Department of General Practice at the Maine Medical 
Center and secretary-treasurer of the Maine chapter. 
The response from the television audience of Station 
WGAN was enthusiastic. 
> Among themore than 200 doctorsat Memphis (Ten- 
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sessions of the electrocardiography symposium in Pittsburgh which 
the Allegheny County chapter helped sponsor. 


nessee) chapter’s open meeting held recently at the 
University of Tennessee were Tennessee chapter offi- 
cers, President Julian Welch and Secretary-Treasurer 
John Paul Lindsay. 

Principal speakers at the panel forum meeting, en- 
titled ‘The Future of the General Practitioner in the 
Hospital,” were Academy President John S. DeTar and 
Dr. Kenneth Babcock, director of the Joint Committee 
for Hospital Accreditation. 

Panelists, representing administrative and medical 
staffs of various hospitals, were: Methodist Hospital: 
Mr. J. M. Crews and Dr. Nicholas Gotten; Baptist Me- 
morial Hospital: Drs. Frank Groner and Eustace Sem- 
mes; St. Joseph Hospital: Drs. E. G. Campbell and 
Albert Grobmyer; LeBonheur Hospital: Mr. A. D. 
Dierks and Dr. Russell Patterson ; and John Gaston and 
City Hospitals: Mr. Robert C. Hardy and Dr. M. A. 
Callison. 

Dr. DeTar told of specific problems which have arisen 
locally in various hospitals with relation to limitations 
placed on the general practitioner regardless of previous 
training or experience or demonstrated ability and he 
stressed the fact that the only criterion for judging a 
doctor’s ability must be based on his integrity and his 
proved ability as observed by others. 

Dr. Babcock talked of the rules under which the 
hospitals operate. He repeatedly stressed that the privi- 
leges which a doctor enjoys must be determined by 
those in a position to observe on the local level; that 
such privileges do not emanate from Chicago to filter 
down to the local level. He felt moderation and restraint 
were desirable in solving the differences in the local 
problems. 

Dr. James Collins was named president of the Mem- 
phis (Tennessee) chapter at its annual dinner meeting 
on December 11. He succeeds Dr. Jacob Bronstein. 
Other officials this year are Drs. John Carter, president- 
elect ; Eugene Gadberry, vice president and George H. 
Bassett, secretary-treasurer. 

A talk was given by Dr. James Holmes on establish- 
ing departments of general practice in hospitals. A 
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SIX REASONS WHY 
PHYSICIANS ARE RECOMMENDING Plax 


1. Expressly designed to assure your patient ease of insertion and auto- 
matic placement. 

2. Conserves physician's time by reducing fitting and instruction period. 

3. Patients learn faster and develop greater confidence because of the ease 
with which they learn to place and use the diaphragm. 

4. Affords greater patient protection by locking in spermicidal lubricant 
and delivering it directly under and next to the os uteri. 

5. Folds behind pubic bone with suction-like action forming a more 
effective barrier. 

6. Simple to remove. 


When compressed, diaphragm forms into semi-curve or half-moon shape 
(Fig. 1) permitting it to pass easily along floor of the vagina beyond cervix 
(Fig. 2) without any difficulty. No mechanical inserter or introducer requir- 
ed (see Fig. 2) since the KORO-FLEX will not buckle or butterfly in form. 


KORO-FLEX (contouring) Diaphragm is ideal, not only where ordinary 
coilspring diaphragms are indicated but for Flat rim (Mensinga) type 
as well. 


May be used in cases of mild prolapse, cystocele or rectocele. 


Suggest the convenient ical 
KORO-FLEX COMPACT 60-95 mm 


Sanitary plastic bag with zipper closure. 
Diaphragm, tube KOROMEX Jelly (3 02.), 
Cream (1 oz. trial size). 

Available at all prescription pharma- 
cies. Write for descriptive literature. 


Holland-Rantos Co., Inc. Manufacturers of KOROMEX Products, New York 13, N. Y.. 
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short scientific program on metabolic insufficiency, 
featuring a film, closed the meeting. 
p> A fund of approximately $600 has been accumulated 
toward a current Wisconsin chapter project—that of 
sponsoring its own postgraduate schools. The project, 
which would be staffed by medical school personnel and 
provide formal (Category I) credit, was discussed at the 
chapter’s board of directors meeting in November. A 
special fund has been created by the board to help fi- 
nence this and other postgraduate ventures. 

Dr. Robert T. Jackson, chapter education commit- 
tee chairman, has been authorized to study the matter 
further and prepare tentative plans to conduct such a 
school, probably in southwestern Wisconsin, on a trial 
basis. 

Dr. William T. Mautz of Eau Claire became the 
Wisconsin chapter’s 700th member when he joined the 
newly chartered Eau Claire-Chippewa area chapter in 
October. Since that time, many more family doctors 
have joined the state chapter, bringing the membership 
to well over 50 per cent of the state’s total count on 
general practitioners. 

More than 25 doctors have been approved as mem- 
bers of the newly chartered Eau Claire-Chippewa (Wis- 
consin) chapter, organized by Dr. R. R. Richards, who 
was made president of the new group. Family physicians 
from Pierce, Dunn, Chippewa, Eau Claire, Clark, Buf- 
falo, Trempealeau, and Jackson counties comprise the 
membership of this 14th area chapter in the state. The 
charter was presented to Dr. Richards by State Chapter 
President Robert F. Purtell. 

Other officers are Dr. Michael Overman, Neillsville, 
vice president and Dr. L. W. Picotte, Chippewa Falls, 
secretary. 


Dr. Richards was presented a past president’s key at 


Two hundred seventy-five guests attended St. Louis (Missouri) chap- 
ter’s annuc:l installation dinner dance, December 1, presided over 
by Retiring President Charles ©. Metz. Vew Officers Walter C. Gray, 
president-c/ect; Charles A. Molden, vice president; Norman A. James, 
Secretary; nd Eugene W. Hall, treasurer, were also honored. 
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the meeting in recognition of his service as state chapter 
president last year. 
> Dr. Norman R. Booher, Indiana chapter president, 
recently appointed a special committee on mental 
health which will primarily center its efforts on investi- 
gation, study and planning of the problem prior to the 
chapter’s annual meeting in April. 

A leader in mental health education, Dr. Winifred 
Overholser of St. Elizabeth’s Hospital in Washington, 
D. C., will give the banquet address in April, which will 
cover the role the general practitioner has, and should 
have, in the problems of mental health. Dr. Overholser 
is superintendent of St. Elizabeth’s and a past president 
of the American Psychiatric Association. 
> Members of the Southwestern Ohio Society of Gen- 
eral Physicians (Ohio) chapter are now eligible for the 
chapter’s newly established annual award—the Daniel 
Drake Award, which honors the late Dr. Daniel Drake, 
Cincinnati’s first great physician and surgeon. Dr. 
Drake (1785-1852) was an outstanding civic promoter 
as well as an author. 

The award commemorates the giving of self, time, 
and effort to the public, the profession, and the chapter. 
Upon recommendation of the chapter’s public relations 
committee and the president’s advisory committee, the 
award will be given annually, or as the council directs, 
to a deserving member. 

All nominations must be accompanied by a letter. 
Information can be received from Dr. Glenn W. Pfister, 
Jr., chairman of the chapter’s awards committee. 
> New officers of the Illini Regional (IMinois) chapter, 
who took office January 1, are Dr. Leo Roseman, 
president; Dr. Dale Sunderland, vice president; and 
Dr. L. F. Kaiser, secretary-treasurer. They were elected 
at a fall meeting. 
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External Balloon Funnel 
External Balloon 

Bladder Balloon Funnel 
Bladder or Internal Balloon 
Hard Rubber Outlet Connector 
Hard Rubber Cap 


for female incontinence 


tion of urine. Particularly adaptable 
for use by the non-ambulatory pa- 
tient — especially helpful to spastics, 
paraplegics and hemiplegiacs. 


The Raiche Drain is indwelling — with 
inflating balloons to assure internal 
and external seal of the female urethra 
—at the same time provide for excre- 


*This is a professional 


How the Raiche Drain functions a ee 


e Drain is inserted through the urethra until the ex- 
ternal (B) balloon is in contact with the external 
meatus. See diagram. 

e Bladder balloon (D) inflates with approximately 20 
c.c. of air or water. Catheter plug, to close off funnel, 
(C) is included. 

e Bladder balloon is “seated” over internal urethral 
orifice by traction applied on the drain. 

e External balloon is inflated with enough air to insure 
a seal over the external meatus. Funnel is sealed with 
plug or tied off. (A) 

e Can be used for intermittent drainage or assembled 
to urinal reservoir for constant drainage. 


used only under the di- 
rection and instruction 
of a physician. 

No. 9235 — Raiche 
Incontinence Drain, 
size, 20 French — 
Available from 
your surgical sup- 
ply dealer. Complete 
instructions packed 
with each Drain. 


DAVOL® RUBBER COMPANY 
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Medical legislation is big business in Washington—no 
longer one of the little problems that Congress looks at 
when and if it has the time. 

One aspect is financial, and here the most impressive 
evidence is the more than two and one-half billion dol- 
lars that is being spent on federal medical activities in 
the current fiscal year. 

Another aspect is political, and here the incontro- 
vertible fact is that legislation that can be labeled 
“health” is becoming more and more popular with 
members of Congress. In the 82nd Congress 250 bills 
on these subjects were introduced; next Congress the 
total jumped to 407; in the last Congress (84th) it rose 
to 571. 

The purpose of this and subsequent articles is to 
supply details on the more important bills that have 
been and will be introduced in this Congress. Space 
does not allow for analysis of each bill, nor for the re- 
cording of each minute detail. The objective will be to 
explain the major provisions of a given bill which will 
affect the physician, his practice or the profession as a 
whole. As the legislative wheels turn, we will report 
testimony given at hearings, recommendations of com- 
mittees and actions of both houses of Congress. If action 
is taken on a bill not previously reported, its provisions 
will be described at that time. 

Below are outlined the medical implications found in 
some of the more important bills now before Congress. 


Tax Deferment Plan for Self-Employed 

Jenkins-Keogh 

H.R. 9, Representative Jenkins (R-Ohio) 

H.R. 10, Representative Keogh (D-N. Y.) 

_ These identical bills would allow the self-employed, 
including physicians, to deduct from adjusted gross in- 
come 10 per cent of net earnings from self-employment 
or $5,000, whichever is less. The amount set aside 
during any taxpayer’s lifetime could not exceed $100,- 


The AMA Washington Report highlights 
legislative activity of interest to physicians. 

Prepared exclusively for GP by the AMA’s Washington Office, 
this monthly feature presents a running box score 

of important legislative action. 


AMA Washington Report 


000. For persons between age 50 and 70, an additional 
10 per cent of the annual formula could be added for 
each year of age over 50. Persons who receive income 
from both salaries and self-employment would be eligi- 
ble for tax deferment unless they are making payments 
into employee trusts or are receiving benefits there- 
from or are under a government pension plan. In order 
to claim the benefits under these bills, the money would 
have to be paid into a retirement fund operated by a 
bank or into a life insurance plan providing for an 
annuity endowment or life insurance (except term in- 
surance). The interest of the taxpayer in the contract 
could not be reassigned. Upon reaching age 65 or at 
death, the periodic payments to the insured or his 
estate would be considered as ordinary income for tax 
purposes. Surrender of the policy for cash prior to age 
65 would result in a penalty in the form of an increased 
tax rate on the withdrawn amount. 

Under present law, employers may deduct as a 
business expense money paid into employee retirement 


plans, but the self-employed are denied this right. 


Social Security 


Disability Benefi 
S. 173, Senator Langer (R-N.D.) 

Under present law if a covered worker under OASI 
becomes permanently and totally disabled after reach- 
ing age 50, he is entitled to payments as though he were 
65. However, such funds would be reduced by what- 
ever payments are received under other federal and 
state plans including veterans’ and workmen’s compen- 
sation benefits. Senator Langer’s bill would remove this 
limitation. 

The bill would also eliminate the requirement that 
the disabled worker be 50 years of age to receive pay- 
ments. Thus a man who is fully and currently insured 
and who has worked in covered employment for five 
years during the ten years preceding the date of his dis- 
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ability would be entitled to benefits equal to his retire- 
ment benefits, regardless of his age at disability. 


Hosbitalizati 
H. R. 1092, Representative Celler (D-N.Y.) 


This bill would amend the Social Security act by 
having the government provide 60 days’ hospitalization 
each year for all eligible social security beneficiaries, 
including dependents of insured persons. Excluded are 
surgical and medical care costs and cases involving 
tuberculosis, mental conditions and domiciliary care. 
The hospitalization charges would be paid out of the 
OASI trust fund. 

At present more than 9,000,000 persons would be 
eligible. 


Treaties 


Bricker Amendment 
SJ Res. 3, Senator Bricker (R-Ohio) 

This proposed amendment to the Constitution reads 
as follows: “SECTION 1. A provision of a treaty or 
other international agreement not made in pursuance of 
this Constitution shall have no force or effect. This sec- 
tion shall not apply to treaties made prior to the effective 
date of this Constitution. 

**SEC. 2. A treaty or other international agreement shall 
have legislative effect within the United States as a law 
thereof only through legislation, except to the extent 
that the Senate shall provide affirmatively, in its resolu- 
tion advising and consenting to a treaty, that the treaty 
shall have legislative effect. 

“SEC. 3. An international agreement other than a treaty 
shall have legislative effect within the United States as 
a law thereof only through legislation valid in the 
absence of such an international agreement. 

“SEC. 4. On the question of advising and consenting to 
a treaty, the vote shall be determined by yeas and nays, 
and the names of the Senators voting for and against 
shall be entered on the Journal of the Senate.” 

Under the present terms of the Constitution, Article 
II, Section 2. (2) states ‘He (the President) shall have 
power, by and with the advice and consent of the 
Senate, to make treaties, provided two-thirds of the 
Senators present concur (emphasis supplied). 

The second paragraph of Article VI reads “This 
Constitution, in the laws of the United States which is 
made in pursuance thereof, and all treaties made, or 
which shall be made, under the authority of the United 
States, shall be the supreme law of the land. . .” 

Medicine’s interest in the Bricker resolution stems 
from the fact that under present language and present 
interpretation of the Constitution, a federal medical 
care program could become the law of the land through 


treaty action alone—without the normal congressional 
action required for purely domestic legislation. As 
specific evidence, the U.S. Senate ratified one treaty 
with only two senators in the chamber. Also, physicians 
are concerned over the threat to licensure—a state’s 
prerogative—through treaties. In the past, certain 
treaties actually have exempted foreign physicians from 
some state licensure requirements. 


Programs for the Aging 
Commission on Programs for the Aging 
H. R. 44, Representative Coudert (R-N.Y.) 

This bill would establish a commission of 25 members 
to study, investigate and hold hearings on problems 
growing from the increased proportion of older per- 
sons, and to consider remedial measures in such areas 
as care and services in the home, use of foster home 
facilities, recreation centers and institutional facilities 
for the chronically ill. The commission would report to 
the President by July 1, 1957. 

H. R. 373 by Representative Ostertag (R—N.Y.) 
would establish a 12-man commission to study and 
report to Congress on: (1) physical and mental aspects 
of aging, (2) employment of the aging; (3) public and 
private retirement programs and policies; (4) housing 
for older persons ; and (5) recreational programs for the 
aged. None of the members of the commission would 
have to be physicians. 


Grants for Study and Projects for the Aged 
H. R. 383, Representative Rhodes (D-Pa.) 

This bill would establish a Bureau of Older Persons 
in the Department of Health, Education and Welfare 
and would authorize $2,000,000 for use by the states 
in developing plans for the aged. Each state would be 
given a minimum of $10,000 and a maximum of one- 
third of actual expenditures for study and projects. 
An additional $500,000 would be authorized for similar 
programs being developed by public and other non- 
profit institutions and organizations. The maximum 
grant to any given institution would be $30,000. State 
plans would have to provide, among other things, for 
consultation with voluntary organizations in this field. 
The bill would also authorize the appropriation of 
$3,000,000 for fiscal 1959, $4,000,000 for fiscal 1960 
and $5,000,000 for fiscal 1961. Some of the projects 
to be partially financed by this bill would place em- 
phasis on such problems of the aged as adequate nutri- 
tion, preventive medicine, and medical care; restora- 
tion to independent, useful lives in their homes of older 
persons who are chronically ill, physically disabled, 
mentally disturbed or incapacitated ; development of 
special educational courses in professional schools. 
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A number of other plans to study the problems of 
the aged or to help them in one way or another have 
been introduced. 


Military 
Military Medical Scholarships 
H. R. 564, Representative Bennett (D-Fla.) 

This bill would authorize the secretaries of the 
military forces to provide scholarships for education 
and training of doctors of medicine and dentistry. To 
be eligible the applicant would have to: (a) be a citizen, 
physically fit for military duty; (b) be accepted for ad- 
mission by an approved school; and (c) agree in writing 
to complete requirements for graduation. In addition 
to having his tuition, fees, etc. paid, the student would 
receive a subsistence allowance of $133 per month. 
Upon graduation he would be required to accept a 
commission as a reserve officer for an eight-year period. 
He would also have to agree to serve on active duty for 
a period equal to three years if he received scholarship 
benefits for one year. 

If he received more than one year in benefits, he 
would be required to serve the maximum of four years 
active duty. Internship or residency training would not 
be considered active duty, but two years of active duty 
would satisfy his draft obligation. 

H. R. 560, also by Representative Bennett, would 


authorize the secretaries of the military services to give 
scholarships in the scientific and other specialized 
fields, including medicine. The obligation of service 
would vary with the monetary value of the scholarship 
and could be met by serving in a civilian capacity with 
the Department of Defense. 


U. 8. Armed Forces Medical Academy 
H. R. 1055, Representative Bennett (D-Fla.) 

This bill would establish a medical academy to train 
doctors for the armed services. The Cadet Corps would 
be limited to 600, with nominations made by the 
President, Secretary of Defense, and Senators and 
Representatives. The course of instruction would be 
four years with curricula requirements the same as for 
accredited medical schools but with emphasis on mili- 
tary medicine and civil defense. After graduation, each 
man would be required to serve five years active duty 
in one of the services. 


Hospitals 


Loans to Nonprofit Hospitals 
H. R. 1979, Representative Poage (D-Tex.) 

This bill would authorize $50,000,000 from which 
the Secretary of the Department of Health, Education 


and Welfare could make loans for the construction of 
nonprofit hospitals. The interest rate could not exceed 
3 per cent nor the length 30 years. 

This bill was introduced at the request of a hospital 
that is averse to accepting federal grants through the 
Hill-Burton Hospital Construction Program. 


Veterans 


Veterans Benefit Act—1957 
H. R. 53, Representative Teague (D-Tex.) 

This bill would consolidate into one act the laws 
administered by the Veterans Administration on com- 
pensation, benefit, hospitalization and burial benefits 
and all the laws pertaining to administration of the VA. 
It would make no major alterations in present laws 
except to permit military personnel retired for service- 
connected ailments or injuries incurred in peace time 
to obtain hospital benefits without going through the 
procedure of obtaining a compensation award, as under 
existing veterans’ laws. 

H. R.’s 54, 55, 56, 57, bills also introduced by 
Congressman Teague, are breakdowns of the various 
aspects of the above proposal. 


General 


Presidential Control of Medicinal Substances 
H. R. 825, Representative Multer (D-N.Y.) 

This bill would authorize the President or a depart- 
mental head to whom he delegated his authority to pro- 
claim it necessary for the federal government to regulate 
the use, distribution and price of medicinal substances. 
This authority could be exercised when the President 
finds that any particular medicinal substance is sub- 
stantially the only one effective for the prevention or 
treatment of any disease that in his judgment creates a 
national health problem. 


Advisory Committee on Alcoholism 
H. R. 2220, Representative Huddleston (D-Ala.) 

This bill would establish a Medical Advisory Com- 
mittee on Alcoholism in the Department of Health, 
Education and Welfare. It would consist of between 
15 and 21 members appointed by the President after 
consultation with the American Medical Association 
and the Mental Hygiene Division of the Public Health 
Service. 

Two-thirds of its members would be physicians in- 
terested in problems of alcoholism. The committee 
would advise and cooperate with the Public Health 
Service in promoting public education on alcoholism 
and in establishing of clinics for the care and reha- 
bilitation of alcoholics. 
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Key Congressional Committees 


HOUSE COMMITTEES 


A substantial amount of health legislation is 
studied by the following hey Congressional 


Ways and Means Committee. Legislation involving finances and 
taxes, including social security and medical aspects of public 


committees. The reports of these committees - 
may determine the outcome of an important * 
legislative proposal. The GP reader should . 
know if his congressmen serve on one or more * 
of these committees. é 
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SENATE COMMITTEES 


Finance Committee. Taxation and social security, including such 
medical plans as payments for total and permanent disability ; 
medical care of public assistance recipients; also veterans 
insurance, compensation and pensions. 


Democrats 


Harry Flood Byrd of Virginia, 
Chairman 


Republicans 


Edward Martin of 
Pennsylvania 


assistance programs. 
Democrats 


Jere Cooper of Tennessee, 
Chairman 

Wilbur D. Mills of Arkansas 

Noble J. Gregory of Kentucky 

Aime J. Forand of Rhode 
Island 

Herman P. Eberharter of 
Pennsylvania 

Cecil R. King of California 

Thomas J. O’Brien of Illinois 

Hale Boggs of Louisiana 

Eugene J. Keogh of New York 

Burr P. Harrison of Virginia 

Frank M. Karsten of Missouri 

A. S. Herlong, Jr. of Florida 

Eugene J. McCarthy of 
Minnesota 

Frank Ikard of Texas 

Thaddeus M. Machrowicz of 
Michigan 


Republicans 


Daniel A. Reed of New York 

Thomas A. Jenkins of Ohio 

Richard M. Simpson of 
Pennsylvania 

Robert W. Kean of New 
Jersey 

Noah M. Mason of Illinois 

Hal Holmes of Washington 

John W. Byrnes of Wisconsin 

Antoni N. Sadlak of 
Connecticut 

Howard H. Baker of 
Tennessee 


Thomas B. Curtis of Missouri 


Robert S. Kerr of Oklahoma 
J. Allen Frear, Jr. of Delaware 
Russell B. Long of Louisiana 


John J. Williams of Delaware 
Ralph E. Flanders of Vermont 
George W. Malone of Nevada 


Interstate and Foreign Commerce Committee. Handles most legisla- 
tion proposing new health programs and’ changes in existing 


Wallace F. Bennett of Utah 
Frank Carlson of Kansas 
William E. Jenner of Indiana 


George A. Smathers of Florida 

Clinton P. Anderson of New 
Mexico 

Paul H. Douglas of Illinois 

Albert Gore of Tennessee 


Labor and Public Welfare Committee. Handles most legislation 
proposing new health programs and changes in existing pro- 
grams; also education, training, vocational rehabilitation, 
readjustment to civilian life and medical and hospital phases of 
veterane benefit programs. Nore: In the Senate, responsibility 
for veterans’ bills is divided between the Labor and Public 
Welfare Committee and the Finance Committee. 


Democrats 

Lister Hill of Alabama, 
Chairman 

James E. Murray of Montana 

Matthew M. Neely of West 
Virginia 

John F. Kennedy of 
Massachusetts 

Pat McNamara of Michigan 

Wayne Morse of Oregon 

Strom Thurmond of South 
Carolina 


Republicans 
H. Alexander Smith of New 


Jersey 
Irving M. Ives of New York 
William A. Purtell of 
Connecticut 
Barry Goldwater of Arizona 
Gordon Allott of Colorado 
John Sherman Cooper of 
Kentucky 


Peter F. Mack, Jr. of Illinois 
Kenneth A. Roberts of 
Alabama 
Morgan M. Moulder of 
Missouri 
Harley O. Staggers of West 
Isidore Dollinger of New York 
Walter Rogers of Texas 
Martin Dies of Texas 
Samuel N. Friedel of Maryland 
John J. Flynt, Jr. of Georgia 
Torbert H. Macdonald of 
Massachusetts 
George M. Rhodes of 
Pennsylvania 
John Jarman of Oklahoma 
Leo W. O’Brien of New York 
John E. Moss of California 
John D. Dingell of Michigan 
Jj. Carlton Loser of Tennessee 


Republicans 
Charles A. Wolverton of New 


Jersey 
Joseph P. O’Hara of 
Minnesota 
Robert Hale of Maine 
John W. Heselton of 
Massachusetts 
John B. Bennett of Michigan 
John V. Beamer of Indiana 
William L. Springer of Illinois 
Alvin R. Bush of Pennsylvania 
Paul F. Schenck of Ohio 


William H. 
Bruce Alger of Texas : 
Will E. Neal of West Virginia 
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: Oren Harris of Arkansas, 
Chairman 
ite John Bell Williams of 
Mississippi 
Joseph L. Carrigg of 
| Steven B. Cerounian of New 
York 
. J. Arthur Younger of 


